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THE RECONSTRUCTION OPERATION FOR UNUNITED FRACTURE OF 
THE NECK OF THE FEMUR 


By ROYAL WHITMAN, M.D., F.A.C.S., New York 


sults of fractures in general are deter- 

mined primarily by the efficiency of the 
treatment in correcting deformity and in 
apposing displaced fragments. And that the 
greater the obstacles to repair, whether me- 
chanical or nutritive, the more directly is 
success dependent upon favorable opportu- 
nity. It follows, therefore, that the excep- 


| THINK it will be admitted that the re- 


tionally bad results that distinguish fracture 


of the neck of the femur from all the other 
injuries of its class are due primarily to the 
inadequacy of conventional treatment to 
assure the essentials of functional repair. 

Non-union, which is the rule, if the frac- 
ture is of the central type, as of the patella 
and olecranon, is caused primarily by separa- 
tion of the fragments. These are of small area 
lying in a lateral relation to one another. 
They can be apposed therefore, only by plac- 
ing the limb in the attitude of full abduction, 

ecause the fragments are thus brought end 

to end, so that security may be maintained 
by mutual pressure. Accurate adjustment and 
secure fixation are in this instance essential 
to repair, because it must proceed from the 
interior unaided by external callus. 

In fractures at the base of the neck, the 
larger area of the fragments and the better 
blood supply favor repair. Yet, according to a 
leading treatise on fractures, “the first 
indication is to save life, the second to get 
inion, the third to correct or diminish dis- 


placements.”’ Thus function becomes the 
last consideration, since normal movement in 
a joint requires normal relation of its com- 
ponent parts. 

At the hip the range of motion is deter- 
mined by the angle of the neck of the femur. 
If the angle is lessened, abduction is cor- 
respondingly restricted by contact of the 
upper border of the neck with the rim of the 
acetabulum, or if the neck is materially 
shortened, by impact of the trochanter at 
this point. If its forward inclination is lost, 
the limb is rotated outward and the range 
of flexion is restricted. 

Depression and backward distortion of the 
neck (coxa vara) is the characteristic primary 
and persistent deformity of the “extracapsu- 
lar’’ fracture, since it is rarely corrected by 
design or incidentally by treatment (Fig. 1). 
This deformity causes direct and apparent 
shortening of the limb; for since the range of 
abduction is insufficient for functional require- 
ments, it is supplemented by a tilting upward 
of the pelvis on the affected side. 

Repair of fractures in this region is very 
slow and because of its projection from the 
shaft, the neck of the femur is subjected to 
greater strain than are other bones. Further- 
more the joint is often involved in a form of 
sympathetic arthritis, as indicated by sen- 
sitiveness to weight-bearing, to passive move- 
ments, and by restriction of voluntary mo- 
tion by what is called muscular spasm, the 
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Fig. 1. Fracture at the base showing extreme coxa vara. 
It may be noted that the neck is in the position of full 
abduction, indicating clearly that if the shaft had been 
abducted at the time of the injury symmetry would have 
been restored. 


most significant indication of instability of 
repair. 

If functional use, particularly weight-bear- 
ing, is permitted before the fracture is con- 
solidated, the primary deformity may be in- 
creased as in the progressive stage of coxa 
vara, or it may induce excessive callus forma- 
tion without, or nutritive changes within the 
joint. Furthermore, whenever the injured 
part is unequal to the strain put upon it, 
the limb instinctively assumes the attitude 
of protection, namely adduction and flexion, 
and muscular contraction and_ shortening 
increase and confirm the distortion. 

Lack of protection, which is characteristic 
of conventional practice, is therefore one of 
the important factors of what is now con- 
sidered inevitable disability. For in the 
words of an authority, “In all cases function 
is forever impaired, shortening of the limb 
and lameness are the inevitable results.” 

Ununited fractures fall below the standard 
of average disability. In most instances 
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crutches are required in locomotion. There is 
usually discomfort on changing from rest to 
activity and often severe pain at night, caused 
apparently by friction or interlocking of the 
fragments. Occasionally the capsule or the 
fibrous union or the interlocked fragments 
may be sufficiently resistant to assure stabil- 
ity, but there is usually a tendency to further 
displacement with consequent increase ot 
functional disability (Fig. 2). As a rule the 
discomfort is the greatest in the cases in 
which the fragments are fairly apposed, thus 
offering an opportunity for friction, and the 
disability more extreme when they are widely 
separated by upward displacement of the 
shaft upon the pelvis with consequent dis- 
tortion of the limb (Fig. 3). Operative treat- 
ment offers the only prospect of definite 
relief, but thus far it has been practically 
limited to attempts to secure direct union 
of the fragments. In this operation the 
essentials of success are that the neck be long 
enough to permit a sufficient range of abduc- 
tion, and that on removal of the fibrous tissue, 
the surface of each fragment shall bleed 
freely. Under these conditions if they are 
accurately apposed by abducting the limb to 
the proper degree and fixed by a bone peg, 
union is fairly certain, indicating that if the 
abduction method, the only efficient means 
of treating this fracture, had been applied 
originally, the secondary operation would 
have been unnecessary. 

In a large proportion of the cases this treat- 
ment is impracticable because the patients 
are not seen until long after the injury 
when the neck fragment has practically dis- 
appeared and when the circulation has been 
greatly reduced by the atrophy of disuse 
(Fig. 4). Furthermore the treatment must b¢« 
adapted to the individual as well as to the 
local condition. The majority of the patients 
are elderly subjects who are often mentally 
as well as physically depressed by a painful 
disability of long standing. If an operatio) 
‘s to be undertaken, they desire above all th 
assurance of relief from discomfort, and res 
toration of weight-bearing capacity in a det 
inite time. The limb is atrophied, the circul: 
tion is poor and the joints often stiffened fro1 
disuse—secondary repair is a _ very slov 
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Fig. 2. 


Fig. 2. a. The area of the neck that is usually ‘ab- 
sorbed” in ununited fractures of long standing. 

Fig. 3. The relation of the fragments in the ordinary 
type of ununited fracture. The shaft of the femur is dis- 
placed upward and adducted. 
process—the outcome is uncertain and the 
functional result imperfect because of the 
degenerative changes involving the com- 
ponents of the joint. 

As a practical illustration of the limited field 
for operations of this type, a recent report of 
120 cases of ununited fracture at the hip 
observed at the Mayo clinic may be cited. 
Although in the majority of the cases the 
patients were physically favorable subjects 
lor operation, it was considered advisable in 
hut 26, and in these the functional result was 
satisfactory in 10, or but 8 per cent of the 
patients applying for relief.!| Brackett? has 
described a modification of this form of op- 
cration. The extremity of the trochanter 
having been removed, its inner and upper 
surface is forced against the head in which 
4 corresponding concavity has been cut, by 
-ufficient abduction of the limb. The result 
in the cases reported was satisfactory, but 
‘he operation has the disadvantage that 
~uccess is dependent upon the capacity of the 

issues for repair, while at best the functional 
csult must be imperfect (Fig. 5). 

In the great majority of cases direct union 

doubtful and thus far the alternatives have 

‘en to remove the head of the femur and 


Henderson. Surg , Gynec. & Obst., 1920, xxx 
joston M. & S. J., 1917, elxxvii 
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Fig. 3. Fig. 4. 

Fig. 4. The fragments are apposed for direct repair, 
illustrating contact of the trochanter with the rim of the 
acetabulum, which checks abduction of the limb and causes 
functional disability, even when union is attained. 


either to implant the upper extremity of the 
shaft in the acetabulum (Fig. 6), or to cut 
through the trochanter and to force it out- 
ward sufficiently to permit a more complete 
enclosure of the extremity of the neck in the 
acetabulum (Fig. 7). The trochanter being 
ill adjusted to the acetabulum is liable to 
displacement if motion is permitted, and in 
both instances there is complete loss of 
leverage for the abductors, therefore lessened 
muscular control and a consequent tendency 
toward flexion and adduction of the limb. 

The procedure that I present is called a 
reconstruction operation, because it is de- 
signed to restore, as far as may be, the mechan- 
ical conditions required for security and con- 
trolled movement. 

An incision is made in the shape of a half 
U, beginning about 1 inch behind the anterior 
superior (Fig. 8) spine and extending down- 
ward and backward, crossing the femur at a 
point 3 inches below the apex of the trochan- 
ter. The interval between the tensor vagine 
femoris and gluteus medius muscles is ex- 
posed; the capsule is opened and the head of 
the femur is removed (Fig. 9). 

The anterior margin of the gluteus minimus 
is followed to its insertion, and at this point 
with a wide, thin chisel, the base of the 
trochanter is cut through in an oblique direc- 
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Fig. 5. 

Fig. 5. Brackett’s operation. From roentgenogram 
“3 months after operation showing solid union between 
trochanter and head.’’ The angle of abduction is about 
40 degrees, and if this relation of the shaft and head 
persists it would appear that function must be seriously 
impaired, because with the limb in the line of the body 
the head must be displaced from the acetabulum. 











Fig. 8. a, Line of incision; 6, the tensor fascia femoris; 
c, the anterior margin of the gluteus medius; d, the anterior 
margin of the gluteus minimus; e, the trochanter. 





Fig. 6. Fe. 7. 

Fig. 6. The disadvantages of implanting the trochanter 
in the acetabulum after removal of the head are: ill ad- 
justment, insecurity, and loss of motion. 

Fig. 7. The trochanter is displaced outward to permit 
the inclusion of the neck in the acetabulum (Albee), 
illustrating the limited area of support, the limitation of 
abduction and loss of muscular control. 


tion corresponding to the angle of the neck, 
including all its muscular attachments and 
often a part of the capsule. This flap of bone 
and muscle is turned upward and the upper 
extremity of the femur, having been some- 
what remodeled by cutting away the pro- 
jections of the posterior intertrochanteric 
line, is freed from any restraining tissues and 
is thrust completely within the acetabulum at 
an angle of about 25 degrees of abduction 
(Figs. to and 11). 

The trochanter is then drawn downward, 
as far as its attachments will permit, and 
sufficient cortex having been removed from 
the lateral aspect of the femur, the two bare 
surfaces are apposed, the axis of the trochan- 
ter being thereby changed from a direction 
upward and inward, to outward and upward 
In this position it is secured, either by a dril! 
or a peg, but usually by suture passed through 
the bones. The wound is closed in layers anc 
a long plaster spica is applied fixing the lim! 
in extension and abduction. When repair has 
sufficiently advanced, or in about 4 weeks 
this may be replaced by a short spica and th: 
patient is encouraged to bear weight in orde! 
to hasten the reconstruction of the articula- 
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Fig. 9. The muscular attachments of the trochanter. 
At left, the posterior and internal surface of the trochanter. 
a, Gluteus medius; d, obturator internus pyriformis, and 
gemelli; e, obturator externius; /, quadratus femoris: g, 
line of section. At right, the anterior and external surface 
of the trochanter. a, gluteus medius; 6, pyriformis- 
obturator internus and gemelli; c, gluteus minimus; d, 
vastus. 


tion by a functional adaptation of the limb 
to the new conditions. When weight may be 
borne without discomfort, the support is 
removed and muscular control is re-estab- 
lished by systematic exercises (Fig. 12). 

As illustrating the types of cases for which 
the operation is adapted, the following may 
be cited: 


Case 1. The first reconstruction operation was 
performed on October 10, 1916. The patient, a 
woman age 60, had been transferred to the Hospital 
for the Ruptured and Crippled from another 
hospital, where she had been under treatment for 
7 months, for fracture of the neck of the femur 
(Fig. 13). She was completely disabled and suffered 
almost constant pain. In 6 months after the opera- 
tion she was able to resume her work, and has since 
been as active as ever. A final examination was made 
on November 10, 1920. The patient walks with but 
slight limp and without discomfort. The shortening 
of 1% inches is less than that before the operation. 
The limb is under perfect muscular control; there 
is a range of 70 degrees of voluntary flexion from 
complete extension and of abduction to 20 degrees 
(Fig. 14). 

CAsE 2. A woman, age 53, sustained a fracture of 
the neck of the right femur in February, 1917. She 
was treated efficiently, but the fragments, though in 
contact, did not unite. She suffered constant pain 
and was on that account obliged to pass part of each 
night in a chair. The operation was performed on 
\ugust 21, 1919. The patient is not a resident of 
New York and has not been examined since leaving 
the hospital, but writes that muscular control is 
established, that she is free from pain, and walks 
with but moderate limp. 


Figs. ro and 11. The reconstruction operation. Figure 
10 (at left), the line of section of the trochanter and the 
point on the shaft to which it is to be transferred. Figure 
11, the reconstructed neck. 


In these two cases the indications were to 
relieve pain and to restore earning capacity. 

Case 3. A woman, age 57, was operated on in 
July, 1920. The neck of the left femur had been 
broken 4 months previously, but no diagnosis had 
been made, and no treatment other than osteopathic 
manipulation had been employed. She suffered 
pain on movement and was almost completely 
disabled. In this instance the plaster support was 
removed in 4 weeks and active movement en- 
couraged. The patient left the hospital at the end 
of 7 weeks walking with crutches, free from pain, 
able to support weight on the limb, with almost 
free passive movement and a fair degree of volun- 
tary control (Fig. 15). 


Fig. 12. The relation of the reconstructed neck to 
the acetabulum in locomotion, and the leverage assured 
for the abductors. Contrast with Figures 6 and 7. 
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Fig. 13. Case 1 before operation, showing complete 
“absorption” of the neck. 

This case is of interest because the short 
interval from the time of the injury would 





+ Fig. 15. Case 3, showing the reconstructed neck and 
transplanted trochanter. 


Fig. 14. Case 1 after operation, showing the security 
of the new articulation. In this case the cortex of the 
shaft was simply turned backward and a nail was used to 
fix the transplanted trochanter. 


seem to indicate bone pegging. The neck 
of the femur had been, however, almost en- 
tirely destroyed and the decision of the patient 
was for an operation which assured relief of 
pain and restoration of the weight-bearing 
capacity, in preference to a treatment which, 
even if successful, required long confine- 
ment and persistent after-care. In this con- 
nection it may be stated again, that in my 
opinion, if complete statistics were available, 
the uncertainty of repair after bone pegging 
in fracture of the neck of the femur would be 
clearly demonstrated. Furthermore, that in 
successful cases the period of repair is much 
longer and the functional results far less satis- 
factory than the reports of favorable cases 
would indicate. 


Case 4. A woman, age 52, was operated upon in 
September, 1920, one year after fracture at the 
right hip. The limb was flexed and adducted, and 
movements were painful. This operation seemed 
particularly indicated, because the patient’s wrists 
and fingers were involved in rather advanced 
arthritis deformans interfering with the use of 
crutches. She is now able to support weight on the 
limb without discomfort. 

Case 5. A man, age 45, suffering from locomotor 
ataxia of 10 years’ duration, which according to his 
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Fig. 16. Case 6, before operation, showing complete 
loss of the neck. 


account did not interfere materially with locomotion, 
sustained a fracture at the right hip in December, 
1919. He was taken immediately to a hospital 
where Steinmann’s nails were inserted for traction 
which was continued for 3 weeks only. In April the 
joint was opened, apparently with the design of 
pegging the neck, but the operation was not com- 
pleted. The patient was completely disabled by 
the fracture and by general weakness incidental to 
confinement and the underlying disease, and as 
direct repair in this class of cases is considered 
improbable, the reconstruction operation was per- 
formed on June 30, 1920. Support was removed at 
the end of 8 weeks, and the patient now walks well 
with crutches with comparative freedom of control 
and security of support. 

Case 6, A woman, age 60, fractured the right hip 
in March, 1919. She received the routine treatment 
for 8 weeks, followed by the usual history of dis- 
comfort and pain, when function was resumed. 
For 2 months a hip splint was worn but was dis- 
carded because of the weight. The reconstruction 
operation was performed in October, 1920; the 
plaster spica was removed 4 weeks later and exercises 
were begun. 


These cases emphasize a point which, I 
think, is not generally appreciated, that un- 
united fracture of the neck of the femur is in 
ost instances a painful as well as a crippling 
coidition, for which in vigorous subjects, 





Fig. 17. Case 6, after operation, showing the articula- 
tion. 


operative treatment would be advised and 
accepted, if definite relief could be assured 
(Figs. 14 and 15). From this standpoint the 
reconstruction operation has a great ad- 
vantage over bone grafting in cases of the 
ordinary type, while its technical superiority 
over the alternative procedures should be 
apparent. The removal of the trochanter 
restores a bearing surface for the femur by 
reconstructing a neck, which when remodeled 
may be adjusted to the acetabulum to form 
a stable articulation. The displacement of the 
trochanter to a lower attachment on the 
femur in the attitude of abduction provides a 
muscular sling, whose tension supports the 
limb in its proper relation to the pelvis, while 
its outward projection restores effective lever- 
age for the attached muscles, of which the 
glutei, the direct abductors of the limb, are 
the most important. Thus, comparative 
freedom of controlled movement, and security 
in weight-bearing are assured. 

The reconstruction operation is designed 
primarily for cases of ununited fracture in 
which bone grafting seems impracticable, a 
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class which under present conditions includes 
the majority of all patients. I am of the 
opinion, however, that the immediate and 
efficient treatment of fracture of the neck of 
the femur by the abduction method! will be 
followed in most instances by repair, and that 
if union fails when accurate apposition of the 
fractured surfaces has been maintained for a 
sufficient time, as confirmed by X-ray exam- 
ination, it indicates a low vitality of the 
tissues, and therefore the advisability of the 
reconstruction operation in preference to 
bone grafting. 

At the present time only a small propor- 
tion of the patients are treated efficiently at 


1 The abduction method is described in Surg.. Gynec. & Obst., 1918, 
XXVH, 575. 


the time of the injury and the field for both 
bone grafting and the reconstruction opera- 
tion is much greater than it will be, I trust, 
in the future. 

It may be mentioned in conclusion, that 
this type of operation is serviceable for other 
conditions ,than ununited fracture. For 
example, as a substitute for the arthrodesis 
in advanced arthritis deformans; for restoring 
motion in cases of ankylosis, particularly of 
the bilateral form, cases in which plastic 
operations are usually disappointing, either 
because the joint again becomes fixed, or be- 
cause of discomfort and eventual distortion 
of the limb; also in certain cases in which as 
the result of destructive disease of the joint 
there is upward displacement of the shaft. 


POSTOPERATIVE MASSIVE COLLAPSE OF THE LUNG! 


By F. A. C. SCRIMGER, M.D., F.A.C.S., MONTREAL 


Assistant Surgeon, Royal Victoria Hospital 


HE seven cases of postoperative mas- 

sive collapse of the lungs, here reported, 

occurred in a series of 540 consecutive 
operations over a period of one year. The 
operations were carried out under identical 
circumstances as regards operator, anisthe- 
tist, and postoperative care. The patients 
were all men, nearly all between the ages of 
18 and 40, three or four only were over 5o. 

The operations performed included all the 
usual conditions of post-war surgery. Of the 
540 cases, 84 were operated on for some ab- 
dominal condition, 35 appendicectomies, 40 
inguinal hernias, 5 repair of hernias of ab- 
dominal wall, the result of wounds of the 
abdomen, 1 gastric ulcer, 2 cholecystectomies, 
1 sarcoma of bowel. Twenty-three were 
operated on for hemorrhoids. 

Six of the collapse cases were among those 
operated on for inguinal hernia or acute 
appendicitis, one among those operated on 
for hemorrhoids. Four were operated on foi 
inguinal hernia, 2 for acute appendicitis. 
Of the hernia cases, 3 were right-sided. In 
2 of these the lung collapse was on the right 
side, in 1 on the left. In the two appendix 


cases, 1 showed right, 1 left-sided collapse. 
In the hemorrhoid case the collapse was on 
the left side. 

The ages were 41, 28, 20, 24, 34, 22 and 25. 
In only 2 was there any condition noted pre- 
vious to operation which might have bear- 
ing on the development of the collapse. One 
was a strangulated hernia of 6 hours’ dura- 
tion, which was operated on 1 hour after 
admission on a cold winter’s night. Operation 
was delayed 1 hour in order that the patient 
might be warmed. In one other case,: a 
hernia, it was noted that the man was nervous 
in taking the anesthetic and his _ pulse 
throughout was 120. The anesthetic used in 
all was chloroform induction followed by open 
ether. 

The onset of the symptoms was in all cases 
within the first 24 hours after operation and 
signs of lung involvement were recognizable 
within 36 hours after operation. 

The symptoms were short rapid respira- 
tions, respiratory distress, orthopnoea, pain 
in affected side, cough, and later expectora- 
tion, in two cases blood-stained. The respira- 
tory distress varied considerably in degree, 


Read before the Clinical Congress of American College of Surgeons, Montreal, October, 192 
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and lasted from 2 to 4 days. In 3 of the 7 
cases it terminated suddenly: in 1 case at 
3 o'clock in the afternoon; in 1 at about 2 
o'clock in the morning; and in 1 during the 
night the man suddenly drew a long breath. 
was entirely relieved from his pain and dis- 
tress, felt well, and, on examination the next 
morning, all or mcst of the signs to be de- 
scribed had disappeared. In the four other 
cases the improvement was more gradual and 
the signs cleared more slowly. 
SIGNS 

One sign is above all characteristic; the 
(displacement of the heart to the affected side. 
This was present in all to an unmistakable 
degree. With this it was noted that the af- 
fected side of the chest was smaller, the res- 
piratory movements were markedly less as 
compared to the sound side, the breathing 
was suppressed at first, later took on a distant 
blowing character. 

The striking feature was the sudden remark- 
able change found in the three cases referred 
to above. In a period of 24 hours between 
examinations, the heart dullness had returned 
to the normal, the lungs had become resonant 
except at the extreme base and the movements 
were free. 

X-rays were taken in 5 cases. In one only a 
single plate was taken. It shows the density 
at the left base, the displacement, not as 
marked as in some, of the heart to the left and 
the high diaphragm. 

Of the second case, two plates were taken, 
one immediately after the condition was recog- 
nized and one on the morning after the sudden 
clearing of symptoms and signs. This plate 

lig. 1), shows very well the displaced heart, 
the dense shadow of the right lung, and on 
the subsequent day the return of the heart 
und the clearing, not complete, of the lung 
hadow. In 3 cases daily plates were 
taken from the time the condition was recog- 
nized to the time when the chest had returned 
‘o normal. This covered a period of 8 to 12 
days. 


Case 1. Pte. H., age 34, was admitted to Prince 
1 Wales Hospital, July 24, 1919, and operated on 
July 26 for left inguinal hernia. On the 27th, tem- 
perature was 99, pulse 110, repiration 28. During 
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Fig. 1. Roentgenogram on day of onset of symptoms 
24 hours after operation. Right side of chest dense. Left 
clear. Heart displaced completely out of left side of chest 
and merged in dullness of right side. Right hand picture 
is reversed. It was taken 12 hours after sudden improve- 
ment of symptoms. Right side of chest largely clear. 
Heart still markedly displaced to the right but is returning 
to its normal position. 


the day respirations became short and jerky, there 
Was some pain in right side. There was an irritating 
cough. The patient was sitting propped up in bed 
and in considerable respiratory distress. 

Examination. The right side of the chest moved 
less freely than the left. The cardiac dullness had 
disappeared, to the left of the sternum, and on the 
right could not be distinguished from a dull area 
extending from the right base to the fifth rib in 
axilla and the fourth rib in front. Over this area 
the breath sounds were suppressed. The condition 
was looked on as pneumonia. On the 29th, the 
whole right side of the chest was dull, the breath 
sounds distant, blowing. Cardiac dullness was 
absent to the left of sternum, respiratory distress 
was considerable, and sputum was _ blood-stained. 
July 30, 191g, condition was improved, respiratory 
movement was better on the right. The upper part 
of the right chest was resonant and the cardiac dull- 
ness had re-appeared to the left of the sternum. 
There remained a hand’s breadth of dullness at right 
base, extending into axilla. August 10, 1919, the 
patient had been comfortable for some days, exam- 
ination of chest was normal except for persistent 
dullness and diminished breathing at right base. 
Exploratory needle obtained no fluid. August 29, 
1919, discharged, lungs normal. 

CASE 2. Levesque, V., No. 347507. Admitted to 
the Prince of Wales Hospital, February 11, 1920, 
with chronic appendicitis. On admission, the general 
condition was good. Examination of the lungs was 
negative; barium meal negative. Operation Febru- 
ary 14, 1920; appendix removed. February 15, there 
was some distress, temperature 993s°, pulse 100. 
February 17, there was a sudden rise of temperature 
to 102.2°, pulse 120, respirations 30, considerable dis- 
tress. Examination of the chest showed a wide area of 
diminished resonance almost of the whole of the left 
lung with diminished respiratory sounds, which were 

















488 SURGERY, GYNECOLOGY AND OBSTETRICS 


“ of 4 { =O 





> , 


2 a {40 





2 0/¢ /+o 








Fig. 2. Series of 6 selected plates taken from daily series from onset of symptoms to return to normal. 
23d: Right side dense, heart largely in right side of chest; 25th: right side clearing, heart still to 
right, diaphragm high; 26th: right side clear, heart about normal, diaphragm high; 8th, 12th, 
roth: gradual return to normal. 


absent toward the left base, and the apex beat of 
the heart was drawn well out beyond the nipple 
line. On February 18, there was a sudden improve- 
ment during the afternoon so that the patient ex- 
pressed himself as feeling quite well. The tempera- 
ture dropped to 99°, the pulse to 90. He was ex- 
amined on the following morning, the chest was 
resonant, there was some cough and expectoration 
of blood-stained mucus, which rapidly cleared up. 
February 24, he developed a tonsillitis and after 3 or 
4 days an acute oedema of the epiglottis which 
markedly interfered with his breathing and threat- 
ened to make laryngotomy necessary. 

On March 8, 1920, he was examined by Dr. Har- 
ding who reports: expansion is delaved over the left 
apex, with bronchovesicular breathing in the right 
apex; a few rales are also heard over the left apex. 
The condition was considered suspicious of beginning 
tuberculosis, and X-ray examination at this time 
showed mediastinal shadows more extensive on each 
side than normal and at the base of the heart to the 
right of aorta a distinct mottling. 

CASE 3. Pte. F. Caldercoat; admitted November 
19, 1919. On admission the patient was suffering 
from a strangulated right-sided inguinal hernia of 
6 hours’ duration. He was chilled from a cold trip 
in the ambulance. Operation one hour later, when 
it was considered that he was sufficiently warmed. 
Bowel dark but not gangrenous. 


November 20, patient was in great respiratory dis 
tress, sitting up in bed, respirations short. He com- 
plained of pain in left side. Temperature 101°, res- 
piration 36, pulse 120. 

Examination. The left side of the chest was small 
er than the right. Movements were restricted. The 
lower lobe, behind and in the axilla, was dull. The 
right side of the chest was resonant to the left border 
of the sternum. The breath sounds over the dull 
area were suppressed. November 21, condition 
much as yesterday. X-ray showed lower part of 
left chest dense, heart displaced toward the affected 
side, left diaphragm high. Respiratory distress 
was very great. November 22, about 2 o’clock last 
night after coughing, he suddenly drew a long 
breath, called the nurse, and said he now felt quit: 
well. Examination in the morning showed the left 
side of the chest resonant, the respiratory distres 
entirely disappeared. The heart dullness was recog 
nized at the right border of the sternum. The coug! 
had greatly lessened. There was no pain. Januar 
8, 1920, discharged, lungs norma!}. 

Case 4. Thivierge, A. Diagnosis: right inguina 
hernia. Examination showed small inguinai hernia 
descending to the scrotum, easily reduced, and about 
the size of a walnut. On January 1, 1920, a righ 
inguinal hernia operation was performed, sac wa 
removed, and found to contain no contents. Januar) 
14, 1920, temperature rose to 9935, and ther 
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Fig. 3. Series of selected plates over period of 17 days from onset to return to 


3 


normal. Collapse right side. Right density less in extent than Figure 2, displacement 
of heart less, diaphragm not so high. Gradual return to normal. 


were a few wheezing rales in the right side of the 
chest. January 15, 1920, temperature was still up, 
respiration was slightly distressful and he had some 
cough, with impaired resonance on the right side of 
the chest. January 16, 1920, temperature Io1, 
pulse 108, respiration 28. Right side of chest in 
front as high as the third rib, in axilla as high as 
fifth rib, was dull. Nothing notable in the anesthe- 
tic; neither distress nor mucus. Right side of 
chest was markedly dull over lower part, in front, 
and in axilla, and there was blowing breathing over 
this area. Heart dullness was absent to left of 
sternum and was merged in dullness of right side of 
chest. Breath sounds were distinctly blowing, heart 
was displaced to right as indicated by the absence 
of cardiac dullness to left of sternum. The lung 
was considered to be in a condition of collapse and 
blowing exercises were instituted. On January 17, 
1920, the condition was the same except that retrac- 
tion between ribs and inspiration and cardiac pulsa- 
tion could be made out to right of sternum. January 
18, 1920, about 3 a.m, after a distressful night he 
became markedly better. By morning, dullness 
and blowing breathing had disappeared and heart 
had returned to its normal situation. Temperature 
was normal. Examination of chest was now nega- 
tive. On January 27, 1920, the patient was out of 


bed. On January 28, 1920, he was transferred for 
6 weeks’ convalescence to St. Anne’s. Other sys- 
tems were negative. 

Two X-rays (Fig. 1) were taken in this case, one 
on the 16th when the condition was recognized. 
This shows the marked density of the right lung, 
the displaced heart. The second on the 18th, the 
morning following the sudden relief of symptoms. 
This shows the lessened density of the right lung. 
The return of the heart toward its normal position. 

CASE 5. Pte. M. Spino, admitted April 13, 1920, 
suffering from a recurrent right inguinal hernia. 
On the day following admission he developed a 
cough and expectoration. Operation was delayed. 
Examination of chest by Dr. Harding, April 109, 
1920: ‘‘Would consider examination of chest nega 
tive.” Radical operation, April 21, 1920, to cure 
hernia of right side. No difficulty with anesthetic, 
no mucus at the time. April 22, 1920, about 4 p.m., 
temperature rose to 100°, respiration 36, pulse 112. 
Examination of chest showed dullness at right base 
with distant blowing breathing. April 23, 1920, 
dullness had extended to involve the whole of the 
right side of the chest. Cardiac dullness was absent 
to left of sternum. There was no great distress. 
X-ray picture taken and blowing exercise were insti- 
tuted. April 24, 1920, condition the same as on 
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the 23d. On the 25th, the lung showed evidence of 
clearing rapidly, the whole upper part was resonant, 
and the heart returning to its place. On May 10, 
the chest was normal. After the condition was rec- 
ognized, X-ray plates were taken daily. On the 
26th, there was a marked change for the better, 
the upper part of the lung was becoming clear, the 
diaphragm was not yet visible, the lower part of 
the cavity remained dull. This condition persisted 
and it was only in the plate taken May 8, 1920, that 
it was recognized that this persistent density of the 
base was due to a high and fixed diaphragm. An 
aspirating needle revealed no fluid. May 19, 1920, 
chest was normal. 

CasE 6. Admitted June 21, 1920, for subacute 
appendicitis. Operated upon June 26, 1920. A 
short, tense, appendix with definitely thickened 
wall, was removed without difficulty. June 27, 1920, 
temperature 99°, respiration 30, pulse 88. June 28, 
1920, temperature 1o1°, pulse 120, respiration 4o. 
He complained of pain in right side of chest with 
cough, a good deal of distress. Right side of chest 
lagged on respiration, the heart dullness was well 
inside the left nipple line and extended 1 inch to the 
right of right sternal margin. There was dullness 
at right base with diminished breath sounds. It 
was noted at operation that this patient was un- 
usually nervous in taking anesthetic, and pulse 
remained 120 during operation. Daily X-ray 
examinations were made and blowing exercises 
instituted. The X-ray pictures showed a moderate 
density at right base, the heart displaced somewhat 
to the right side. Subsequent plates illustrate the 
gradual return to normal. 

Case 7. Admitted to Prince of Wales Hospital 
September 3, 1920, suffering from hemorrhoids. 
Operation September 5, 1920. September 6, 1920, 
complained of some pain in left side. Temperature 
100°, respiration 28, slight cough with mucus expec- 
toration, no great respiratory distress. Examina- 
tion showed that the left side of chest did not move 
freely. The apex beat of heart was 1 inch outside 
the nipple line and in the fourth space. The left base 
was dull as was the left axilla. Breath sounds were 
suppressed. Right border of heart was at left ster- 
nal margin. September 7, 1920, condition about 
same. September 8, 1920, condition improving, left 
base clear. Apex beat inside nipple line in normal 
position. September 16, 1920, X-ray picture 
showed the density of left base with displaced heart 
returned to normal. 

The explanation of the symptoms, physical 
signs and the evidence afforded by the X-ray 
plate as due to a massive collapse of part or 
the whole of one lung can hardly be called in 
question, if by massive collapse it is under- 
stood that the affected lung is smaller than 
normal, airless, and dense to the X-rays, and 
that this density is not due to inflammatory 
consolidation or the collection of fluid. 
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Fig. 4. Series of 4 plates selected from daily roentgeno- 
grams over period 11 days. September 5, 1920: left col- 
lapse, moderate density, moderate displacement of heart 
to left, diaphragm not seen on left. September 7, 1920: 
left chest clear, heart normal, left diaphragm high and 
under fluoroscope moved synchronously with the right. 
September 12, 1920: lungs and heart normal, left dia 
phragm moves treely but is persistently high. September 
16, 1920: return to normal. 


It is not the intention in presenting these 
cases to give a review of the literature on the 
subject, but reference must be made to pub- 
lications by Pasteur in 1890 and 1914, and to 
many observations of cases, more particularly 
among the wounded, as represented by 
papers by Rose Bradford, Brisco, and others 
in the last few years. 

The symptoms, physical signs, and X-ray 
appearance are fairly well established, but no 
satisfactory explanation of the condition has 
been offered. 

In 1890, Pasteur published his first paper 
dealing primarily with postdiphtheritic paral- 
ysis of the diaphragm; in 5 out of 8 post- 
mortem examinations he found that large 
areas in the lower lobes were airless, and sank 
in water. To this condition he applied the 
term massive collapse, and concluded that 
paralysis of the diaphragm or other parts of 
the chest-wall tends to induce loss of function 
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of the adjacent lung. In a later paper he 
stated more definitely his belief that paralysis 
of the diaphragm, lasting over a period of 48 
hours, leads to a collapse of the lung. 

In 1908 he stated that there were strong 
grounds for believing that reflex inhibition 
of the diaphragmatic movements may lead 
to the same result, and that the postoperative 
collapse is the result of a reflex arrest of action 
of one-half of the diaphragm. He reported 
16 cases in 2,000 abdominal operations and 
had observed the same condition after in- 
juries to the chest wall and occasionally after 
other than abdominal operations. 

During the war, large numbers of wounds of 
the chest were studied, and certain observa- 
tions made which brought the question of 
massive collapse of the lung under various 
conditions actively into discussion. (This 
aspect of the question has been fully discussed 
in a paper by Sir John Rose Bradford, pub- 
lished in the Quarterly Medical Journal, 1918- 
1919). He concludes that “the collapse is 
more readily explained as a result of the immo- 
bility and retraction of the chest wall and dia- 
phragm than if regarded as due to bronchial 
spasm,” but in an earlier part of the paper, 
states that ‘spasm of the bronchioles would 
probably be a sufficient explanation of the 
condition, if we could surmise how it could 
be brought into action.” 

J. Charlton Brisco, in April, 1920, Quarterly 
Journal of Medicine, discusses the mechanism 
of postoperative massive collapse of the lung. 
He emphasizes the effect of the prolonged 
supine position and shallow respiration as 
tending to cause a deflation of the posterior 
parts of the lower lobes and concluded the 
phenomena of postoperative massive collapse 
uttacks are produced by the onset of inflam- 
mation affecting the pleura, covering the dia- 
phragm in an individual in whom the lower 
lobes are already deflated. As he points out, 
this view is not so very different from that 
held by Pasteur, in that he considers the loss 
of function of the diaphragm as the cause of 
the collapse. Elliot suggested the view that 
the collapse might be due to the blocking of 
the bronchioles by mucus and the absorption 
of the air in the alveoli. This is essentially 
different from the belief of Pasteur, Rose 


Bradford, or Brisco, in that it points to the 
primary condition being in the lung and the 
position assumed by the chest wall as secon- 
dary. 

The evidence from these cases seems to 
point in the same direction, namely, that the 
primary factor in the collapse must be found 
in some action of the lung itself, rather than 
a more or less passive result of the state of 
the surrounding walls. 

1. In all, the actual size of the lung was 
notably smaller than any expiratory state of 
the chest wall or diaphragm would explain, 
as was shown by the greatly arched dia- 
phragm, which particularly in Cases 6 and 7 
is seen to be higher than normally it is found 
to be after section of one of the phrenic 
nerves; by the displacement of the heart and 
mediastinum toward the affected side, and 
the lessened range of movement of the chest 
wall. This latter did not in any of the cases 
approach immobility, nor was the position 
assumed even that of extreme expiration. 

2. The degree of density to the X-ray 
was surprising in the absence of consolidation 
or fluid, and may be taken to some extent as 
evidence for the airlessness and compactness 
of the collapsed lung. The sudden relief of 
symptoms experienced by three of the seven, 
with the rapid aeration and expansion of the 
lung as shown by the return of resonance 
over large areas, the return of the heart to 
is normal position within a period of at most 
6 hours in all three, and 2 hours in one, pre- 
clude the probability that the density is due 
to consolidation or the collection of fluid. 

3. In Cases 5 and 7, the photographic plate 
and the fluoroscopic screen showed the dia- 
phragm to be high and immobile, days after 
the lung, except for a small portion at the 
base, had cleared and expanded. 

4. The evidence produced by J. Brisco goes 
to show that lung tissue which is inactive 
for considerable periods of time, owing to 
posture and a shallow type of breathing, be- 
comes airless presumably by absorption of 
the alveolar air. 

John Rose Bradford stated in his paper 
quoted above his belief that an obstruction 
to the bronchioles would probably be a suffi- 
cient cause if we could surmise how it could 
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be brought about. A mechanism of that kind 
would probably be an exaggeration of a nor- 
mal action. 

It need hardly be said that the lung con- 
tains much elastic tissue; but that the only 
muscular elements which could affect the 
problem are the rather scanty circular smooth 
muscle fibers in the walls of the bronchioles 
and the rather stronger lobular branches. It 
must be remembered that these structures 
are not rigid tubes and are not supported by 
cartilages. It is known that the obstruction 
offered by these bronchioles is sufficient to 
prevent all the air being forced out of the 
lungs when the chest is opened, and that by 
absorption of the retained air, the collapsed 
lung becomes atelectatic in a few hours. 
There is, therefore, a mechanism, which might 
be sufficient to produce the condition found in 
the lung, aided by the presence of mucoid 
sputum found early in all the cases of this 
series. 

Certain clinical observations in cases of war 
wounds of the chest and lungs can also be 
understood on this basis. 

It was constantly observed that if seen 
early, men suffering from wounds of the chest 
passed through a period of acute distress, 
characterized by short shallow respirations, 
often cyanosis and orthopnoea, mental anxiety 
and other signs indicating lack of adequate 
oxygenation, and that it was generally wise to 
set these cases aside for a few hours when 
frequently without other change in the physi- 
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cal condition their symptoms improved suffi- 
ciently to permit of extensive intrathoracic 
operations. Spasm of the bronchioles as a 
protective mechanism to stop bleeding was 
suggested at that time, as an explanation of 
this period of distress. 

It is further known that in some amphibians 
stimulation of the vagus nerve will cause a 
contraction of the sac-like lung when the chest 
wall has been cut away. Recently, experi- 
ments by Professor Carlson, of Chicago (and 
here I speak with great diffidence because the 
work is as yet unpublished), seem to show that 
there is a nerve control through the vagus in 
certain amphibians by which the lung can be 
made to contract and expand in response to 
stimulation of this nerve, and that further this 
reflex arc can be made to act through electrical! 
and mechanical stimulation of peripheral 
nerves in the nasal passages, the small and 
large bowel, kidney, bladder, etc. 

Such experiments by analogy seem to offer 
a reasonable explanation by which the ab- 
dominal interference may, through a normal 
vagus control, cause a contraction of the 
muscular elements in the lung, aided by a 
subsequent collection of mucus, sufficient to 
prevent the passage of air beyond the obstruc- 
tion. Should this be maintained for a few 
hours the absorption of the alveolar air would 
produce the condition recognized as collapse. 
It would also explain the sudden relief of 
symptoms and the sudden disappearance of 
signs noted in three of these cases. 
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THE CAUTERIZATION OF ADHESIONS IN PNEUMOTHORAX TREAT- 
MENT OF TUBERCULOSIS 


By PROFESSOR H. C. JACOBAEUS, StockHoLm, SWEDEN 


From the Medical Ward II of the Serafimerlasarett 


T the International Medical Congress 
in London, in 1913, I gave an account 
of the first attempt to cauterize string 

or membrane-like adhesions, which prevent 
the complete collapse of the lung in the 
pneumothorax treatment of pulmonary tuber- 
culosis. To a certain degree, the operation 
embodied a novel principle, inasmuch as it 
was performed through only two punctures, 
without a wide opening of the chest wall. 
Through one of the openings a straight cys- 
toscope, the ‘‘thoracoscope,”’ was introduced, 
by means of which one could get one’s bear- 
ings in the chest cavity. Through the other, 
a small metal rod with a platinum wire loop 
at the end was inserted; this loop may be 
rendered incandescent by an electric current 
serving as a cautery. Guided by the thoraco- 
scope the operator locates the adhesions in ques- 
tion and cauterizes them by the glowing wire. 

I have published a report of fifteen cases 
in which I operated. In eight of these a 
complete collapse was obtained, in one a fairly 
good collapse without complete cauterization, 
and in one other a good result, but after such 
a long time that the effect of the cauterization 
is uncertain. Since the publication of this re- 
port, I have operated in twenty-five additional 
cases; and Skargord in the Osteras Sanatorium 
has also performed twenty operations. A 
report of these cases has not been published, 
and conclusions in regard to them cannot, 
therefore, be drawn; but in the majority the 
results have been particularly good. In June, 
1919, at the Surgical Congress in Christiania, 
Holmboe reported nine operations, several 
of which resulted very favorably. Holmboe 
also reported three cases in which operation 
in his hospital was performed by other sur- 
geons, one of them by me. Saugman has 
performed the operation in nineteen cases, 
Sémme in six, and Christoffersen in three. 
As I have mentioned in a previous publication 
an analogous method has been attempted by 


Hervé and Jacobsson, who, guided by the 
fluoroscope screening, introduced a galvano- 
cautery through a puncture opening, located 
adhesions, and cauterized. Jacobsson’s opera- 
tion was not successful, but in Hervé’s three 
cases two showed evident improvement. 
TECHNIQUE OF OPERATION 

Careful practice is required before adhesions 
can be cauterized with success. No special 
changes in the original technique have been 
made recently. It consists of two steps, 
thoracoscopy and the handling of the cautery, 
and the performance of the actual operation. 

Thoracoscopy affords a clear and sure view 
of the pleural cavity and the lung, of the 
course and thickness of adhesions, and of the 
visible vessels in the adhesions. If accurately 
performed, no difficulty is experienced in 
obtaining a surprisingly large field of view, 
and it is relatively easy to see the existing 
adhesions and their attachments to the chest 
wall. 

To cauterize adhesions at thoracoscopy 
the cannula is introduced in the line of the 
scapula, as high up as possible; about the 
fifth or the seventh interspace when the ad- 
hesions are near the apex, and further down 
the thoracic wall when they are at the middle 
or base of the lung. If the adhesions are 
attached to the anterior wall of the thorax, 
the cautery may be introduced through 
an anterior or lateral opening in the chest 
wall. The adhesions are thereby seen as 
narrow strings, columns, or broad attach- 
ments between the lung and the chest wall. 
Membrane-like adhesions are distinguished 
by a bluish transparency, and also by a 
slight trembling with the movements of the 
heart. As they are easily cauterized, their 
recognition is of great practical importance. 
To beginners it is not, however, always easy 
to recognize or find the respective adhesions. 
The thoracoscope should be near the adhe- 
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sions, and the point for introducing the 
cannula selected accordingly. 

The galvanocautery is also introduced 
through a straight cannula, under local 
anesthesia; the point of introduction is very 
important. By orthodiagraphy, a method 
introduced by Saugman and which we find 
very useful, a design is first made of the 
position of the adhesions on the anterior and 
posterior chest wall. The thoracoscopy re- 
veals the exact position of the adhesions in the 
thorax, and the cannula is introduced at a 
point in the chest wall at which the adhesions 
in question may be reached with the galvano- 
cautery. Usually a puncture is made in the 
middle or anterior axillary line from the sixth 
to the ninth interspace. 

Handling the cautery under guidance of 
the thoracoscope demands practice. The 
first step is to find the cautery with the 
thoracoscope, which is sometimes difficult. 
The cautery is then pushed up to the ad- 
hesion to the point where it is to be cauter- 
ized; when the contact is made the cauteriza- 
tion may be performed quite easily, if the 
adhesion is very narrow. In some of these 
cases it has been my custom to cauterize at 
several points, in the meantime keeping up 
a pneumothorax under fairly high pressure. 
A priori, the adhesions ought naturally to be 
cauterized as near the surface of the pleura 
as possible, but the painfulness of this pro- 
cedure frequently renders it impracticable. 
In most of my cases, however, there was pain, 
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Case 26. 


Fig. 2. 


sometimes more and sometimes less. Small 
strings, as a rule, are burnt off in less than a 
minute, but the flat surface adhesions some- 
times take half an hour; on one occasion 
I worked for more than 2 hours without com- 
pleting the cauterization. The consistency 
of the adhesions affects the ease with which 
they are cauterized. The small strings may 
be very firm, and great pressure is needed to 
sever them, while in the membrane-like 
adhesions, for example, the tissue is often 
very loose and easy to cauterize. 
Hemorrhage during the cauterization may 
be considered one of the most dangerous com- 
plications. I myself have encountered only 
one severe hemorrhage, which took place 
after the cauterization of a very thin ad- 
hesion; blood dripped from the burnt-off 
stump to the amount of between one and 
two hundred cubic centimeters. The hamor- 
rhage stopped spontaneously. I believe that 
in most cases the haemorrhage is due to the 
use of too hot a galvanocautery. In my recent 
operations I have used such a weak glow that 
5 or 10 seconds was needed after the current 
had passed before the instrument was brought 
to a red-hot glow. A white glow must not be 
used. However, should a haemorrhage occur 
which cannot be checked, most of the danger 
may be avoided by the production of a pres- 
sure as high as possible in the pleural cavity, 
either by insufflation of air, or perhaps still 
better, by sterile salt solution. Only six of 
about one hundred patients operated on by 
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this method have had hemorrhages of any 
severity; and in but one instance was there 
any real danger. The danger cannot, there- 
' fore, be regarded as very great, though the 

possibility of hemorrhages attended with a 
certain degree of danger is of course always 
to be considered. 





CASUISTICS 
The histories of the entire series of cases 
cannot be given in detail, and I have therefore 
selected for discussion three of the important 
cases in which extensive cauterization was 


effected, and thereby complete collapse of 


the lung obtained. Detailed studies of other 
cases may be found in my contemporaneous 
publication in Acta Chirurgica. 


Case 26. Captain M. K., born in 1866, was 
admitted to Veilefjord Sanatorium with pulmonary 
tuberculosis, which had commenced in 1916. Pneu- 
mothorax had been established April 4, 1918. Com- 
plete collapse was not obtained, the lung being 
attached laterally upward and outward through 
broad adhesions. 

The first operation was performed in Veilefjord 
Sanatorium, September 16, 1918. On thoracoscopy 
the pleura was seen to be slightly thickened, with 
fine costal spaces and interstices. The lower part 
of the lung was well compressed; the upper lobe 
adherent laterally outward, upward, and a little 
forward by a broad adhesion which ended down- 
ward in a rather broad thick base. The continuation 
of the adhesion upward and backward could not 
be seen, and it could not be determined how far up 
into the pleural cavity it extended. On applying 
the galvanocautery it was found to be very difficult 
to reach the narrowest portion of the adhesion, 
because of the narrowness of the interspace. The 
lower, thicker portion of the adhesion was not very 
firm, and was burned through readily enough, but 
the farther one went the greater became the dif- 
ficulties, the galvanocautery itself being too soft 

nd a little bent. A change of cautery produced 
ome improvement, but when two lamps had been 
lurnt out and it was impossible to proceed further, 
he operation had to be discontinued without com- 
ilete severance of the adhesion. Altogether the 
ng should have been loosened over an area at 
ist 3 or 4 centimeters in length and 2 or 3 centi- 
eters in width, and collapsed so that the distance 
ctween the most remote cauterized surfaces was 
or 4 centimeters. At the close of the operation, 
hich Jasted for more than 2 hours, a slight 
morrhage of the edges and surface was noticed, 

d the patient was tired, though not in bad shape. 

he next day the temperature was 39.4 C., the 

— 37.5 C., and later normal there was no 

ldate, 
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Fig. 3. Case 26. 


The patient, who was not quite sputum-free, but 
still had an adhesion laterally, which prevented the 
cavity from collapsing, was admitted to Serafimer- 
lasarett on March 20, 1919. X-ray examination the 
following day showed an almost complete pneu- 
mothorax on the left side, a nearly complete collapse 
of the lung, and a displacement of the heart to the 
right. An adhesion of the second rib 1 or 2 centi- 
meters broad kept the cavity extended. 

March 22 the second operation was performed. 
Upon thoracoscopy upward and laterally, a white, 
shining sinewy adhesion, the thickness of a finger, was 
seen running to the chest wall about level with the 
third rib. The cauterization of the thinnest portion 
of this adhesion was rather easy, with no haemor- 
rhage and only moderate pain. The following day 
the patient developed moderate superficial em- 
physema, and the temperature rose to between 
38 C. and 39 C. Subsequently a serous exudate of 
moderate amount developed, which on culture 
showed no growth in the blood agar. X-ray examina- 
tion on the 26th showed that the lung had become 
considerably inflated since the last picture, and 
had shrunk together to a somewhat conical shape; 
and that the adhesion was cauterized far laterally. 
In the lower portion of the pleura a layer of exudate 
several cubic centimeters deep had developed. 

Within a fortnight the lung was completely col- 
lapsed, but the temperature did not become normal 
for 4 or 5 weeks. The sputum gradually became less 
in amount, and when the patient was discharged, 
May 11, 1919, it was only about 10 to 20 cubic 
centimeters and was negative for tubercle bacilli. 
X-ray examination April 24, 1919, showed that the 
left lung was in complete collapse, and that the 
free surface of the fluid had sunk to the sixth costal 
cartilage. The mediastinum was visibly displaced 
by respiration, and there was no sputum. According 
to the latest report, in October, 1919, the patient’s 
general condition was excellent, and he was entirely 
sputum-free. 

Case 27. Mrs. A. T., born in 1887, was found 
in the mid-summer of 1912 to have pulmonary 
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Fig. 4. Case 27. 

tuberculosis. Following a five-months’ stay at a 
sanatorium, she was quite well until Christmas, 
1917, when she had a recurrence, and was admitted 
to Veilefjord on September 10, 1918. We found an 
extensive tuberculous process of the left lobe and 
rather large quantities of purulent sputum containing 
tubercle bacilli. Pneumothorax was_ established 
September 28. X-ray examination revealed a partly 
compressed lung, with several string-like adhesions 
upward and outward, and also a very thick adhesion 
from the lower lobe straight outward to the chest 
wall. Inthe upper portion of the lung, which was 
only partly compressed, smaller cavities were seen, 
which were not collapsed. 

Operation was performed January 13, 1919. On 
thoracoscopy, four string-like adhesions were seen 
to be keeping the lung expanded in different di- 
rections upward in the posterior axillary line in the 
seventh or eighth interspace. They ranged in 
diameter from the thickness of a string to that of a 
little finger. Downward, anteriorly, an adhesion of 
about the thickness of a thumb was found. The 
upper adhesions were readily burned off, but the 
thickest, lower one was difficult to get at with the 
galvanocautery, as it had to be twisted until it came 
to lie parallel with the thoracoscope. It was three- 
cornered in shape, with offshoots in three directions, 
and had to be burned in several stages, with an un- 
usually hot cautery. It was rather soft, however, 
and was finally removed without much trouble. 
The lung at once collapsed into the pleural cavity. 
In spite of the many and extensive cauterizations 
which were required, there was only moderate pain 
and no hemorrhage. There was no reaction to 
speak of; the next day the patient had a temperature 
of 38° C. and no exudate. 

On X-ray examination January 15, 191g, the lung 
seemed to be completely collapsed. The lateral 
outline had approached the midline about 3 centi- 
meters. The broad adhesion which had been cau- 
terized at the base of the lung, and the peripheral 
burned-off stump at the lateral aspect could be seen 


Case 27. 


Fig. 5. 


In part. January 25 the patient was discharged for 
policlinic treatment. Subsequently a complete 
collapse of the lung was obtained; there was no 
sputum, and the patient was otherwise symptom- 
free. 

Case 28. L. M. E., born in 1892, had always 
suffered from bronchitis and asthma. On May 11, 
1917, he had a hemorrhage. A tuberculosis in 
volving the right lobe, with multiple cavities and 
smaller changes in the left lobe, was found. Pneumo 
thorax was established April 19, 1918; after a few 
months of treatment he was free of bacilli, but the 
following September they again appeared, and 
remained up to the time of the operation. Repeated 
X-ray examinations showed a broad adhesion, which 
kept the lung adherent laterally to the chest wall. 
At first the lung appeared quite compact, but later 
a cavity was discerned just opposite the attachment 
of the lung to the chest wall. 

Operation was performed May 21, 1919. On 
thoracoscopy the adhesion was seen like a thick, 
greyish white wall passing over on to the lung, so 
that it was not possible to see where the lung com- 
menced. It was of much the same color throughout, 
and perfectly opaque. Several angular offshoots 
were seen, a smaller one downward, a little larger 
one backward, and a thinner one upward, the upper 
limit of which could not be made out. The limit of 
the adhesion forward also could not be seen, so that 
the prospects for a cauterization were very small 
to begin with. A small dent, however, was first 
made on the adhesion downward, which was found 
to be of a very fibrous character, and burned slowly. 
Then a trial was made with the outshoot backward, 
a little within the edge, where the galvanocautery 
passed entirely through the membrane, which was 
not more than 3 or 4 centimeters in breadth. From 
this hole the adhesion was burned alternately up 
ward and downward; upward it became progressively 
thinner, but downward it gradually became thicker 
than the length of the cautery. It was rather soft, 
however, and the wire was first put to a very dull 
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Fig. 6. 


glow and then bit after bit of the adhesion burned 
off. The greatest difficulty was encountered in the 
field of view farthest to the front. Finally the upper 
bridle, the end of which could not be seen, was 
attacked, after which the whole lung collapsed 5 or 
6 millimeters. There was no hemorrhage and very 
little pain. The orientation was rather difficult, 
especially in deciding where the adhesion was at- 
tached to the lung. At this point the pleura was a 
greyish white, thickened with hemorrhages here 
and there. The length of the adhesion in the cau- 
terized surface might have been about 15 centi- 
meters, and stretched upward, downward, and for- 
ward in the form of a bow. The greater part of the 
lung was attached to the anterior chest wall. No 
real discomfort followed the operation. After a few 
days, without any apparent cause, the temperature 
began to rise, and for a fortnight remained between 
38° and 39° C. There was no exudate, and nothing 
audible from the other lung. On X-ray examination 
it was found that the lung was well compressed 
and the cavities no longer visible. The temperature 
became normal rather abruptly, the sputum quite 
ceased, and the condition was very encouraging 
until the spring of 1920, when the process commenced 
in the other lung, probably induced by unfavor- 
able surroundings. 
rhis is one of the most extensive operations of 
ce kind that I have performed, and contains de- 
‘ails of great interest. The adhesion had the shape 
(a U, with the convex bow in a backward and 
lownward direction. On thoracoscopy, only the 
‘onvex surface of the adhesion could be seen. The 
ipression of a compact surface adhesion was there- 
‘re given, which it would not be possible to cut 
hrough by the method under discussion. When 
‘ cauterization was commenced experimentally, 
wever, it was found that the adhesion was mem 
rane-like, and that an especially favorable case 
' Cauterization was at hand. In respect to function, 
0, it became a particularly successful case, with 
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Case 29. 


complete collapse of the lung and no. sputum nor 
bacilli. The turn for the worse after April, 1920, 
had its cause in entirely external conditions. 


One complication that may succeed this 
operation is a skin emphysema, originating 
at the puncture opening of the pleura. If 
the patient has an irritating and persistent 
cough, the emphysema may become exten- 
sive, reaching from the iliac crest to the neck, 
and causing trouble in swallowing and _ local 
soreness over the whole of the affected area; 
it is often attended by a slight rise in tem- 
perature, although I am not certain that 
this is caused by the emphysema. In from 
3 to 5 days the skin emphysema is for the 
most part absorbed; and this complication 
does not affect the ultimate result of the 
operation. 

The pleuritic exudates are of very different 
significance. The cases on which I operated 
may be classified as follows: 

1. Cases without a trace of exudate, 10. 

2. Cases in which the exudate did not 
reach above the pleural cupola and disap- 
peared in from one to two weeks, 12. 

3. Cases with massive exudate which 
persisted for several weeks and was attended 
by a fever of corresponding duration, 3. 

4. Cases with exudate which developed 
into a chronic empyema, 4. 

5. Cases in which an empyema due to 
mixed infection of tubercle and pyogenic 
organisms immediately appeared, none. 
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6. Cases in which at first there was either 
no exudate or only a small amount for a short 
time, but in which after one month or more 
an exudate of long standing or an empyema 
developed, 2. 

In the first group of nineteen cases, nearly 
50 per cent, most of the patients had fairly 
extensive adhesions; among them was a case 
in which I performed the most extensive 
cauterization. 

The second group includes cases in which 
only a very small amount of exudate appeared 
for a relatively short time, usually attended 
with a slight rise in temperature. The question 
as to whether or not these cases of mild 
pleurisy are of tuberculous origin has not yet 
been decided; if not tuberculous they are 
probably of a purely thermal type. In one 
case I made a guinea-pig inoculation with a 
negative result; this would seem to support 
my opinion that these exudates of a duration 
of two weeks or less, accompanied by only a 
slight rise in temperature, are a result of the 
thermal irritation which is caused by the 
actual cauterization. Further study on this 
point will be of interest. This type of pleurisy 
has on the whole no influence on the clinical 
course of the disease. In about 75 per cent of 
the cases, therefore, no complications have 
been found following operation which had any 
permanently harmful effect. 

In the third group, comprising three cases, 
a pleurisy with effusion with high fever of 
from four to six weeks’ duration developed, 
which had a marked influence on the general 
condition of the patient. Microscopical ex- 
amination of the exudate generally presented 
a lymphocytic picture. Without doubt the 
condition was tuberculous. I believe that 
some small tuberculous focus had been opened 
at the cauterization, and an infection of the 
pleural cavity had taken place, with the 
above mentioned result. The effect, although 
temporary, is without doubt very injurious. 
producing an obvious lowering of the general 
vitality over a considerable length of time. 

The fourth group comprises four cases. 
Immediately after the operation a severe 
pleurisy with effusion developed, with a high 
and obstinate fever. During the first weeks 
or months the exudate was of a serous nature. 


It then became more turbid, and finally de- 
veloped into a typical tuberculous empyema. 
Without doubt this severe complication was 
caused by the operation, the tuberculous foci 
in the adhesions or the smaller cavities in the 
lung having probably been opened during the 
cauterization. Three of these patients died 
within the next year or two. In one case, 
it is true, the immediate cause of death was an 
incidental angina, but the patient’s general 
condition was so gravely impaired by the 
tuberculous empyema that his death must be 
principally attributed to it. In the fourth 
case the empyema lasted for over a year, but 
the patient eventually recovered. In these 
four cases, therefore, it cannot be denied that 
the operation was followed by the most serious 
developments. 

In the fifth group I have considered the 
possibility of an immediate mixed infection 
of tubercle and pyogenic organisms develop- 
ing. I have included this as a possible com- 
plication, by reason of the fact that just such 
a complication has taken place in a case in 
which thoracotomy was performed with a 
direct cutting off of the adhesions (Saugman 
and Rovsing). In none of my cases, however, 
has it ever occurred, nor have I heard of its 
occurrence in any cases in which others have 
operated. 

In the sixth group of two cases, the con- 
dition immediately after the operation was 
good. In one case there was no immediate 
exudate, and for six weeks everything looked 
favorable. A very severe pleurisy then de- 
veloped without warning, which shortly went 
on to a tuberculous empyema. In the other 
case there was a small amount of exudate in 
the operative sinus, which, however, dis- 
appeared within a fortnight. Three months 
later an exudate again appeared, which de- 
veloped into an empyema. These two cases 
may be compared with those in the first and 
second groups. 

To sum up, it is found that during the 
actual operation, it is the hemorrhage that 
one has most to fear. But out of about one 
hundred cases, there is only one, reported 
by Dahlstedt, in which a really dangerous 
hemorrhage occurred. Of the forty cases 
to which I have particularly referred, a 
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hemorrhage of between 100 and 200 cubic cen- 
timeters has occurred only once. Inmy opinion, 
therefore, if the directions which I have given 
are followed, danger of hemorrhage is small. 

With the pleuritic exudates following opera- 
tion, however, the case is different. These 
appeared in about 50 per cent of the cases. 
They are of two kinds: one comparatively 
unimportant, which is probably developed 
by thermal irritation, and disappears in from 
one to two weeks; and one more malignant, 
which in some cases developed into a tuber- 
culous empyema, often of serious character, 
and which in three of these cases resulted 
fatally after a shorter or longer period of time. 
This is the most serious complication that has 
appeared, up tothe present, and I have notsuc- 
ceeded in finding any remedy for it. From the 
description given above, it will be seen under 
what conditions it is most frequently met with. 
According to this short summary, it has so far 
caused about an 8 per cent mortality. 

I do not know of any other complication, 
such as air embolism, for instance, which 
results from this operation, either from my 
own experience, or from that of others. 

The adhesions were located (1) at the apex, 
(2) laterally, and (3) at the diaphragm. The 
greater number, thirty-four cases, belong to the 
second group in which the lung is attached 
to the lateral chest wall, by narrow or broad 
adhesions; especially laterally upward, tend- 
ing toward the axilla. They are most fre- 
quently found from the second to the fourth 
interspaces; and are quite readily accessible 
to the operator. Under the apical adhesions, 
I have arbitrarily included only cases in 
which the adhesions have been localized above 
the second rib. Cases in which the adhesions 
have begun in the lateral region and con- 
tinued up to the apex have been included with 
the lateral adhesions, as has also one case in 
which two coarse adhesions were found later- 
ally, and a small string-like one of less im- 
portance at the cupola of the pleura. 

TABLE I.—TABULATED CASES 
Cauterization complete Incomplete 


Cases or sufftcient for cauteri- 
compression of the lung zation 


\picaladhesions..... 3 2 I 
Lateral adhesions. . 34 25 9 
Diaphragmadhesions 3 3 : 


40 30 10 


In two of three cases of apical adhesions, 
it was possible to cauterize sufficiently to 
bring about a satisfactory compression of the 
lung. In none of the cases was the cauteriza- 
tion complete, because of the fact that the 
attachments continued on the mediastinal 
side. These apical adhesions are often short, 
with cavities just beneath, so that one general- 
ly has to move with care. The technique is 
rather difficult, and the operation is painful. 

In three cases of adhesions to the diaphragm 
the operation was carried out and the string- 
like adhesions were removed. In all of these 
cases the upper portion of the lung was ad- 
herent to the chest wall to such an extent 
that cauterization upward was out of the 
question. The lung was pressed against the 
cupola, and thus collapsed by loosening the 
adhesions at the diaphragm and continuing 
the compression under high pressure. In two 
of these cases this procedure was not entirely 
successful; in the third, cauterization resulted 
in a cessation of sputum for the next few 
months. This method of effecting a more in- 
direct collapse of the lung is probably suc- 
cessful only in exceptional cases. It must be 
added, with regard to the two unsuccessful 
cases, that in one a severe serous pleurisy, 
and in the other an empyema developed. 
Lastly, the technique is rather difficult, be- 
cause of the fact that during respiration the 
adhesions are in constant movement, and 
therefore the actual cauterization, if it can 
not be done by one contact, has to be per- 
formed in several short stages, during which 
the patient must hold his breath. It is also 
very difficult to judge beforehand whether 
the compression obtained by removing such 
adhesions can be of any real value. 

In twenty-five of the remaining group of 
thirty-four cases, the cauterization of the 
adhesions was sufficient for compression of the 
lung, if not complete. Complete detachment 
was effected in twenty cases, and in all of 
these a complete collapse of the lung was 
later obtained. In the remaining five cases 
the lung was attached to the cupola itself, 
and the adhesions were too short to be cauter- 
ized. 

In three of the nine cases in which no effect 
was obtained, trial operations were performed, 
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at a time when the technique was not well 
developed. In one case, a fairly extensive 
cauterization was performed on a surface 
adhesion, which was situated on the anterior 
chest wall. It was difficult to get at it, and 
also to judge the result afterward. In all 
cases a complete pneumothorax was obtained; 
but it is impossible to decide to what extent 
the cauterization effected this. In the other 
cases a somewhat better compression was 
certainly obtained after the cauterization; 
but no definite influence, either good or bad, 
can be traced to this. 


SUMMARY 


In summarizing the data in the forty cases 
in which operation was performed, it is seen 
that in thirty the purpose of the operation 
was attained. Complete or sufficient com- 
pression of the lung was obtained in twenty- 
seven of thirty-seven cases of adhesions to the 
apex and the lateral chest wall. The aim of 
operation was attained in all three cases of 
adhesion to the diaphragm; but in only one 
was a corresponding practical and valuable 
result gained. From these thirty cases four 
must be deducted in which operation was 
followed by a complicating serous pleurisy 
or tuberculous empyema, with serious con- 
sequences to the patients. In twenty-six 
of forty cases, therefore, a satisfactory pneu- 
mothorax was obtained, and the operation 
was of genuine benefit. The early convales- 
cence was favorable in all cases except in the 
five mentioned; later on, however, it was 


highly variable, depending on other factors, 
especially on the condition of the other lung. 
I have made no résumé of the lasting results 
with regard to the pneumothorax treatment 
in these cases. It would naturally be of in- 
terest to see whether the lasting result would 
be better in these cases than in pneumothorax 
cases in which this operation was not per- 
formed, but as yet there are not sufficient 
statistics for such a comparison. The statis- 
tics of the immediate effect of the operation 
which are presented above, however, should 
be sufficient to justify the operation as an 
adjunct in the pneumothorax treatment of 
pulmonary tuberculosis. 

The indications and contra-indications for 
the operation, as far as it is possible to give 
them, can be found in the description of the 
different cases. The string- and membrane- 
like adhesions are the best subjects for the 
operation. Surface adhesions also are adapted 
for cauterization to a certain extent, but 
nothing can be said with certainty in advance 
as to the prospect of success. In four cases 
I have cauterized surface adhesions in two 
sittings; and it is quite possible that the use 
of the method can be extended in this way. 
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FOCAL INFECTIONS WITH METASTATIC MANIFESTATIONS! 


WitH SPECIAL REFERENCE TO GONORRHGAL ARTHRITIS 


By JOHN H. CUNNINGHAM, M.D., F.A.C.S., Bostcen 


HAT I have to say is in connection 

with a certain feature of the gen- 

eral subject of focal infections 
resulting in metastatic manifestations, which 
general subject, particularly the arthritic 
disturbances, has been so much under con- 
sideration in recent times. 

The conception that a focus of infection 
may be the cause of so-called rheumatic 
manifestations has become well established; 
the teeth and tonsils attracting the most 
attention as the sites of such foci. The truth 
is that the profession, in general, think too 
little of any other possible nidus of infection 
and too seldom include, as they should, other 
possible areas of infection in the differential 
diagnosis, so that without a proper differen- 
tial diagnosis, teeth, tonsils, or both, are too 
often sacrificed without benefit to the patient. 

Admitting the teeth and tonsils to be the 
most frequent sites of the foci of infection 
from which the metastatic arthritic mani- 
festations take place, definite pathology may 
be wanting in these organs and one must not 
fail to include in the differential diagnosis, 
infections in the sinuses of the head and 
organs of the digestive, urinary, and genital 
systems. Particularly is this true of infection 
in the genital tract, and foci of infection in 
the deep genital organs, the prostate and 
seminal vesicles, producing arthritis and other 
metastatic manifestations, must rank in fre- 
quency of occurrence with the teeth and 
tonsils. 

In this connection I wish to point out that 
the first conception of curing arthritis by 
the surgical removal of foci of infection was 
brought forward by Dr. Eugene Fuller, of 
New York, in a publication in the Annals of 
Surgery, June 1905, entitled “‘The Relation 

‘{ Gonorrhoeal Rheumatism to Seminal Vesi- 
ulitis and its cure by Seminal Vesiculotomy.”’ 
What Dr. Fuller pointed out in regard to gen- 
tal foci of infection has not been generally 
ippreciated and today foci of infection in 


other organs producing metastatic arthritis 
are more commonly thought of and the geni- 
tal foci as the cause of arthritis are usually 
the least thought of in this connection. I wish 
to emphasize the importance of including 
such infections in the differential diagnosis 
for I have seen too many patients who have 
lost their teeth and tonsils, but not their 
arthritis, because the foci were in the seminal 
vesicles and prostate. 

It is my desire, at this time, to mention 
briefly the methods of establishing the 
presence of such foci of infection and the 
manner of dealing with them, for, with the 
exception of a very few American surgeons, 
the field has been untouched, and because 
each surgeon who has mastered the methods 
of diagnosis and operation have become 
enthusiastic about the results. 

Diagnosis. It is most usual that a urethral 
discharge co-exists with arthritic manifesta- 
tions due toa gonorrhceal or other type of infec- 
tion in the prostate and seminal vesicles, mak- 
ing the explanation of the arthritis most prob- 
ably due to infection of these organs, yet the 
urethral discharge is not infrequently so slight 
or of so long standing that unless a careful 
history and examination is made the fact of 
a previous urethral infection is not illicited 
in the history, and the general examination 
fails to be directed to this possible cause of 
the arthritis. Upon the recognition of foci 
of infection in the seminal vesicles and pros- 
tate and the removal of these foci by surgical 
methods, the condition commonly known as 
gonorrhceal rheumatism, and generally ad- 
mitted to be a most unsatisfactory malady 
to treat by palliative measures, is, by a prop- 
erly performed operation, changed into one 
of the most brilliant surgical triumphs. 

I have observed many cases in which a 
chronic prostatitis and vesiculitis has per- 
sisted, with or without remissions of urethral 
discharge, and the onset of arthritis manifes- 
tations had no possible explanation except 
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from the foci of infection in the genital tract. 
Moreover, we have observed arthritic dis- 
turbances from foci of infection in the vesi- 
cles and prostate, when urethral infection has 
been denied, urethral discharge absent, and 
no gonococci can be demonstrated in the secre- 
tions expressed from these organs. Such foci 
located in the deep genital structures are, I 
believe, due to other pyogenic organisms 
than the gonococcus. In this connection it 
may be remembered that Billings has pointed 
out the relationship of chronic staphylococcus 
infection of the seminal vesicles and arthritis 
deformans. 

The method of establishing the presence of 
foci of infection in the prostate and seminal 
vesicles, and it has been definitely demon- 
strated that if the infection exists in the sem- 
inal vesicles that it usually co-exists in the 
prostate, the history must disclose an existing 
or previously existing urethral discharge, 
and the material expressed from the prostate 
and seminal vesicles, by rectal massage, and 
collected in a clean dish must show, by micro- 
scopical examination, clumped pus and des- 
quamated cells from the prostate or vesicles, 
or both. The absence of organisms does not 
enter into the decision, and the demonstra- 
tion of the gonococcus is not important. 
More frequently other organisms are demon- 
strated, and when the gonococcus is present 
it is not usually found within the pus cells 
unless the infection is a recent or a particu- 
larly active one. 

The pathological features, by rectal exam- 
ination, are in the form of a boggy enlarge- 
ment of the prostate, with or without nodules, 
or enlargement of the seminal vesicles with 
thickening of their walls, or a perivesiculitis; 
yet it is the microscopic examination of the 
secretion expressed from these organs that 
gives the true evidence, just as the examina- 
tion of the urine does with a palpable kidney. 
The diagnosis, therefore, depends upon the 
history of urethral discharge, the demonstra- 
tion of pathological changes in the prostate 
and vesicles by rectal palpation and above all 
the presence of clumped pus in the micro- 
scopical examination of the secretions ex- 
pressed from these organs. A positive com- 
plement fixation test for gonorrhoea is val- 
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uable corroborative evidence in the diagnosis 
and should always be employed in determin- 
ing whether or not an arthritic condition is 
gonorrhoeal in origin. 

Treatment. With the elimination of foci of 
infection in other structures and the foci 
having been demonstrated as in the deep 
genital organs, the metastatic manifestations 
may be cured by a surgical removal of these 
foci. Nonoperative measures, such as pros- 
tatic and vesicle massage, vaccines and other 
palliative treatment fail to produce a cure in 
about go per cent of patients affected with 
severe gonorrhoeal arthritis. Even in those 
patients where palliative treatment produces 
improvement, the improvement is slow, re- 
currences are prone to occur, and the indi- 
vidual must be considered infectious. Pallia- 
tive treatment should, however, be given a 
fair trial at the onset of the arthritic manifes- 
tation; time may be lost by so doing, but 
improvement may be satisfactory, and if not, 
the patient is more desirous for the operation. 

The operation of removing the foci of infec- 
tion makes the patient sterile, but not impo- 
tent. What percentage of individuals with 
seminal vesiculitis and prostatitis are rendered 
sterile by such lesions, if left untouched by 
operation, is problematical, probably a high 
percentage. Certainly these patients with 
gonorrhoeal arthritis think little of matri- 
monial ventures, many are chronic invalids, 
and when given the choice of being made use- 
ful individuals at the loss of reproduction, 
there is rarely any hesitation in choosing 
the operation. 

There is no operation performed for a 
chronic condition, with which I am familiar, 
that gives more striking results. With the 
removal of the foci of infection, the pain has 
disappeared from the affected parts, often 
at the time of the ether recovery, and large 
swollen joints have become normal in appear- 
ance, or nearly so, within 24 or 48 hours fol- 
lowing operation. Peri-arthritic swellings dis- 
appear much more rapidly than do those which 
are intra-articular, and when destruction in 
cartilage and changes in bone have taken 
place, a considerable period of time and appro- 
priate accessory treatment are necessary to 
repair such defects. A discussion of the 
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various features entering into the ultimate 
results following operation in 128 of my cases 
has been published in the Journal of Urology, 
August 1919. 

The operation should be directed to both 
the prostate and vesicles for abundant patho- 
logical material has shown that the foci co- 
exist in both organs as a rule, and if the foci 
are attacked in but one a cure is not so fre- 
quently complete, and nothing short of the 
complete removal of the foci will assure a 
cure. 

In the operative procedure the vesicles must 
be thoroughly drained, and as they are com- 
plicated tubular structures with multiple 
diverticula from which infection may find no 
avenue of escape, every portion must be 
opened; and it is probably safer, on this 
account, to extirpate them. The prostate, 
however, need only be thoroughly opened by 
multiple incisions and it is not necessary to 
enucleate the lobes. 

The technique of operation is essentially 
that employed by Squierand Youngand differs 
entirely from that advocated by Fuller. A 
complete report of the technique has been 
published in SURGERY, GYNECOLOGY AND 
Osstetrics, April, 1917. 

The steps of the operation are those of the 
perineal dissecting operation for prostatec- 
tomy, except that the dissection is carried 
above the prostate on to the posterior sur- 
face of the bladder through an incision in the 
fascia of Denonvilliers. In order to bring 
the posterior surface of the bladder into view, 
the rectum must be held downward by a 
retractor and the prostate drawn downward 
and rotated upward. This latter feature is 
accomplished either by a double tenaculum 
inserted into the superior border of the pros- 
tate or by stay sutures as employed by 
Squier, or a tractor passed into the bladder 
as practised by Young. Any of these three 
methods draws the prostate downward and 
rotates it forward so that the vesicle area can 
be brought into view. The fascia of Denon- 
villiers may be incised along the superior 
border of the prostate and pushed backward 
exposing the vesicles and vas deferens on 
cither side, or an incision may be made over 
cach vesicle in turn. The transverse division 
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of the fascia of Denonvilliers gives the broader 
exposure. After the vesicles are exposed they 
may be still further drawn downward by 
traction on the vas deferens. With abruptly 
curved long scissors the vesicle may be sep- 
arated from the posterior wall of the bladder 
and removed, except in rare instances where 
the inflammatory reaction has resulted in 
excessive scar tissue binding the vesicles to 
the bladder wall. In such instances the poste- 
rior surface of the vesicles should be cut 
away and the whole interior destroyed by a 
thorough curetting with a carbolic acid swab 
followed by alcohol, the essential feature being 
to destroy every section of the vesicle either 
by removing the entire organ or destroying its 
entire cavity. Multiple incision sometimes 
fails in this purpose. 

The ampulla of the vas deferens should 
always be opened as it has been proved that 
infection may be expected to exist therein 
when the vesicles are involved. 

There is little haemorrhage in the opera- 
tion unless the vessels located just outside 
and at the top of each seminal vesicle are 
opened. If this occurs, as it rarely does, the 
application of a heavy clamp during the suc- 
ceeding steps of the operation are sufficient 
to control it; and to tie them is most difficult 
because of the depth of the wound. 

After dealing with the vesicles the capsule 
of the prostate should be incised over each 
lateral lobe and pushed backward so that the 
prostatic tissue is exposed. The prostatic 
tissue should be deeply and freely incised by 
multiple incisions as sections removed at the 
time of operation have shown that inflamma- 
tion usually co-exists in the prostatic tissue 
when the vesicles are involved, and drainage 
of the infected tissue is desirable. The bleed- 
ing which may result from the cut edge of the 
prostatic capsule may be controlled by crush- 
ing with a heavy clamp or a catgut suture. 
It is seldom active and rarely requires atten- 
tion. 

Drainage of the vesicle area is made either 
by catching a small rubber tube, by a fine cat- 
gut suture, to the wall of the vas as high as 
possible on either side, or if oozing is consid- 
erable, each vesicle area may be packed by an 
iodoform gauze wick. Either form of drain- 
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age is sufficient to drain the prostatic area by 
which it passed. 

The repair is made by uniting the divided 
median tendon and rectal urethralis muscle 
by single mattress suture of catgut and the 
external wound closed by interrupted silk- 
worm-gut sutures so that the drainage tubes 
or wicks protrude from either angle of the 
wound. 

If the urethra has been accidentally opened 
a self retaining catheter should be placed into 
the bladder and constant drainage established. 
The rectum should be carefully examined 
and if opened, immediately repaired. 

In order to obliterate the large cavity 
made by separating the rectum from the 
prostate and bladder, a rectal plug about 5 
inches long, made by covering a rubber tube 
with iodoform gauze, should be placed in the 
rectum. This replaces the rectum in its nor- 
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mal position, obliterates the cavity, arrests 
oozing by pressure, and allows the escape of 
gas from the bowel. 

The after-care consists in keeping the 
bowels confined by opium and a light diet is 
given for 4 days. On the fifth day the rectal 
plug is removed, an oil enema of 2 ounces 
given, and the bowels emptied by a saline. 
The drainage tubes are removed the follow- 
ing day. The wound is_ usually healed 
within 2 weeks. 

CONCLUSIONS 

I wish to urge that the possibility of foci 
of infection in the deep genital structures be 
included in the differential diagnosis of infec- 
tious arthritis, and I feel certain that those 
who recognize such lesions and deal with 
them surgically will be enthusiastic about the 
results. . 


OPERABLE CANCER OF 


THE CERVIX! 
By WILLIAM P. GRAVES, M.D., F.A.C.S., Boston 


N reading a paper on the present status 
of the treatment of operable cancer of 
the cervix uteri I shall necessarily repeat 

in substance many of the views that I ex- 
pressed in an article with a similar title read 
at the last meeting of the American Gyneco- 
logical Society in June of this year. 

It is only a very few years since the Wer- 
theim operation constituted the most absorb- 
ing topic in gynecology. Stimulated by 
the imposing figures that emanated from the 
foreign, especially the German, clinics, Ameri- 
can surgeons emulated each other in reporting 
their cases. The operation proved to be a 
difficult one. Many operators, either through 
inadequate technical experience, or as the 
result of unwise choice in the selection of oper- 
able cases, encountered an appalling primary 
mortality or distressing sequela, following 
injuries to the hollow organs of the pelvis. 
As a consequence the popularity of the ex- 
tended operation began to wane, and statis- 
tical reports became more infrequent. On 


the advent of radium, with its spectacular 
curative properties, surgeons welcomed an 
agent which gave promise of relieving them 
of the laborious responsibilities entailed by 
the Wertheim operation and in some clinics 
which were fortunate enough to possess 
radium in sufficient quantity, the surgical 
treatment of cervical cancer has been almost 
entirely abandoned. A certain number of 
operators, however, have continued to en- 
deavor to perfect themselves in the difficult 
technique of the operation and have been 
rewarded by an increasing improvement in 
their results as indicated by sporadic reports 
in the literature. They have comprised 
partly those who were unable to avail them- 
selves of the expensive radium treatment, and 
partly those who though possessing radium 
have been unconvinced of its ultimate cura- 
tive power in uterine cancer. Of these two 
types of surgeons, Dr._Reuben Peterson, 
and Dr. Howard C. Taylor may be cited as 
notable examples. In January, 1920, Dr. 


1 Read before the Clinical Congress of American College of Surgeons, Montreal, October, 1920. 
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Farrar Cobb published in the Boston Medical 
and Surgical Journal a statistical report of 60 
operations on cervical cancer, the results of 
which excelled in some particulars any that 
had previously been recorded. Dr. Cobb’s 
paper created a sensation, and in some quar- 
ters was received with astonishment by those 
who, from their own experience or from the 
testimony of others, had come to regard the 
surgical treatment of cervical cancer as 
impracticable. To those, however, who still 
had faith in the operation as the treatment of 
choice for operable cases, the paper was a 
message of encouragement. 

On the other hand recent reports from the 
more important radium centers have been 
increasingly promising. Undoubted cures 
have been recorded, and the more enthusiastic 
adherents of this form of treatment are 
already openly proclaiming the death-knell 
of the operation and advocating the applica- 
tion of radium in all cases. Such an outcome 
is made possible by the fact that the un- 
availability and expensiveness of radium, 
which until recently made it almost prohibi- 
tive in most localities, is being overcome. 
Judging from its present rapid extraction and 
distribution in private and public institu- 
tions throughout the country, its benefits 
will soon be accessible to all. 

The immense value of radium as a pal- 
liative agent in the relief of inoperable cancer 
of the cervix was immediately established 
when it was first employed. The problem 
that confronts us at the present moment is 
not with regard to the general value of radium 
in relieving symptoms and prolonging life: 
the specific question is, whether we are justi- 
fied in resorting to the simple application of 
radium in cases that are frankly operable, 
and in which an ultimate cure by surgical 
means is reasonably possible. The question 
is now at a critical stage, and will eventually 
be settled one way or the other by those who 
with the courage of their convictions are 
already treating with radium cases that 
would formerly have been subjected to opera- 
tion. Meanwhile the frank testimony of 
every one who is seeing and treating many 
cases of cancer of the cervix has a certain 
amount of value, and it is with the hope of 


contributing something to the general infor- 
mation on the subject that the personal 
experience of the writer is offered in these two 
reports. 

Our first acquaintance with the radium 
treatment for cervical cancer was in the early 
days of the Huntington Hospital. During 
this period an unofficial plan of collaboration 
was carried out between that institution and 
the Free Hospital for Women. The knowledge 
of the effects of radium on the human tissues 
was at that time very much in the experi- 
mental stage, and our combined results un- 
doubtedly were similar to those obtained by 
other pioneers in this field. These results 
do not warrant more than a brief summary. 
Of the inoperable and border-line cases sent 
from the Free Hospital for primary radiation, 
none was permanently cured, though some 
passed through a brilliant period of apparently 
complete disappearance and cessation of the 
disease. Several inoperable cases made 
operable by radiation were subjected to 
radical surgery and, with the exception of one 
patient who died from the operation, they 
usually lived many months in comfort until 
fatal recurrence took place. A number 
of cases of local recurrence following radical 
operation was treated with radium, and two 
of these deserve special mention. In one the 
treatment caused the disease to disappear, 
but resulted later in a very large vesico- 
vaginal fistula, which after two operations 
was permanently closed. The patient lived 
nearly 3 years after the radium treatment 
and 5 years after the radical operation, the 
cause of death not being ascertained, though 
it was probably from a recurrence. The 
second case, cited in my previous paper, de- 
veloped a local recurrence 5 years after an 
extended operation. Radium treatment at 
the Huntington Hospital was followed by an 
intense local and constitutional reaction. 
The patient recovered, unexpectedly escaping 
a fistula, and is now entirely well, 6 years 
after the radium treatment and 11 years after 
the original operation. 

Prophylactic treatment following operation 
after several trials was given up on account of 
the danger of burns and later fistula. In 1916, 
the Free Hospital acquired 100 milligrams of 
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radium. Similar results have followed, ex- 
cept that the danger of overdosage, too fre- 
quent application, and inadequate screening 
having been learned, fistula have become less 
common and have now almost but not en- 
tirely ceased to appear. 

A statistical report of our personal results 
in the use of radium would be too complicated 
to include in a paper of this kind, comprising 
as it does not only cases in which radium was 
the primary and sole method of treatment, 
but all kinds of combinations in which it was 
used in conjunction with surgical operation, 
or with various other palliative means of 
treatment. Our results have been charac- 
terized by numerous surprising temporary 
cures, sometimes extending over many 
months, but eventuating finally in rapidly 
growing recurrences. In many of these cases 
the disease was, from an operative standpoint, 
hopelessly extensive when first seen. The 
pre-operative treatment of border-line cases 
as a preparation for operation has proved, 
for the most part, disappointing. The post- 
operative application of radium following 
radical operation during which the disease 
had not been completely extirpated has, in 
most instances, undoubtedly been instrumen- 
tal in prolonging the patient’s life in compara- 
tive comfort. Two such cases now under 
observation nearly a year and one-half after 
operation, are perfectly well without palpable 
sign of the disease. Previous experience, 
however, leads us to believe that in both 
cases recurrence will probably eventually 
appear. 

Conclusions from our personal results 
must be made guardedly. It may be said 
that we have not so far as we know cured 
with radium a single case of inoperable cancer 
of the cervix. It is to be noted, however, that 
this statement is the result of individual ex- 
perience. It is not equivalent to saying that 
inoperable cancer of the cervix cannot be 
cured by radium, for there is evidence to the 
contrary as will doubtless be brought out in 
the discussion that will follow this paper. 
In view of the greater successes attained in 
other clinics than our own, it is also within the 
range of possibility that some of our own cases 
now in the so-called “clinically cured”’ stage 
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may ultimately prove to have been per- 
manently cured. 

The logical outcome of our experience is 
that in view of the uncertain and sometimes 
treacherous behavior of radium in the treat- 
ment of inoperable cases we have not felt 
justified in substituting it for radical surgery 
in cases favorable for operation. 

It remains now to discuss the surgical as- 
pect of cervical cancer, a trite subject, but one 
to which new interest has been added by the 
recent fire of criticism directed at the extended 
operation, and by the fact that its complete 
abandonment has been seriously advocated. 

Here again I shall contribute the results of 
individual experience with the hope of aiding 
in arriving at a truthful solution of the 
problem. 

The following statistical report is a brief 
recapitulation of that made in my previous 
paper. There are minor changes in the 
figures owing to the fact that since the writing 
of that article several additional operations 
have been performed. The report represents 
the combined figures from the respective ex- 
periences of my associate Dr. F. A. Pem- 
berton and myself. Since the date of our 
first radical operation in 1909, 189 cases of 
cervical cancer have been seen, of which 119 
have been subjected to radical operation by 
the abdominal route. Our operability per- 
centage, allowing for cases that refused opera- 
tion is 64 per cent. In the series of 119 opera- 
tions there have been 6 deaths resulting fiom 
the operation, or an immediate mortality of 
5 per cent. It is to be noted that Dr. Pem- 
berton lost one patient in his series of 20 
cases, while the writer had 5 deaths in his 
series of gg cases, so that both operators have 
approximately the same mortality percent- 
age. It is interesting to compare these 
figures with those of Dr. Cobb who in his last 
30 cases reports a mortality of about 5 per 
cent. The 5 year curability percentage is 
27.6 to 34.2 per cent according to the method 
of computation, while the absolute curability 
is 16.8 per cent to 18.5 per cent. 

In to1 of the 119 operations, the Wertheim 
technique was carried out more or less com- 
pletely. In the other 18 operations, no at- 
tempt was made to follow the special Werth- 
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eim technique, the steps of the operation 
being practically those of an ordinary com- 
plete hysterectomy, with the amputation of 
the vagina made as low as possible. Of 
postoperative sequelae due to injury of the 
hollow organs of the pelvis there have been 
two, one vesicovaginal and one rectovaginal 
fistula. The percentage of postoperative 
fistulae is therefore 1.7 per cent. 

These figures are in no sense spectacular. 
They are offered on this occasion only because 
in the opinion of the writer they represent a 
fair index of the present status of the surgical 
treatment of operable cancer of the cervix, 
and because they may be used as an average 
standard by which to answer some of the 
recent criticisms of the radical operation. 
Among such criticisms are those that assert 
a too great recklessness in attacking the dis- 
ease and those that charge the surgeon with 
excessive caution in the choice of his operable 
cases. The following quotation, also cited 
in my previous paper, is repeated here in order 
to counteract if possible an erroneous im- 
pression which as a result of its wide public- 
ity it may have created. 

In these days of low mortality percentages attend- 
ing nearly all major operations, no operation can 
possibly gain headway which combines with it a 
shockingly high mortality and large majority of 
distressing and desperate sequela. The effect on 
the lay mind must be taken into consideration, for 
while one may have over 50 per cent of ultimate 
cures among those patients that survive the opera- 
tion the effect on the average intelligent citizen is 
abhorrent, if for this number of survivors there have 
been twenty-five deaths, and for the other twenty- 
five a wretched existence attended by repulsive 
postoperative sequela, followed by a painful and 
lingering death. 


In the analysis of our series of cases we 
find that the operability percentage is com- 
paratively high. This is to a certain extent 
accounted for by the institutional character 
of the Free Hospital for Women where most 
of the operations were performed. The hos- 
pital, devoted as it is primarily to gynecolog- 
ical surgery, would be likely to draw a greater 
proportion of operable cases than would the 
larger general dispensaries. But even allowing 
ior this difference the figure of 64 per cent 
should be sufficient answer to any criticism 





that there may have been a judicial shirking 
in the selection of cases for operation. The 
mortality percentage of 5 per cent undoubtedy 
approximates the general death-rate of most 
of the present day operators, as is fully indi- 
cated by the figures of Cobb, and the more 
recent reports of other operators. The Wer- 
theim operation during the earlier experi- 
mental days was undoubtedly attended with a 
high mortality which may perhaps be de- 
signated as shocking, but the same statement 
may be made of most of the major operations 
now in common use. No surgical procedure 
with a present low mortality should be con- 
demned for the failures of its early past. The 
allegation contained in the above quotation 
that the “majority of operations for cervical 
cancer are followed by distressing and des- 
perate sequel” is in our opinion overdrawn. 
It is evident that the writer of the quotation 
refers to postoperative fistula, and one can 
hardly avoid a comparison on this point 
between surgery and radiation. As shown 
by the figure of 1.7 per cent in our series, post- 
operative fistulae are in reality uncommon, 
and certainly this cannot be claimed of the 
radium treatment. Radium burns of the 
normal vaginal tissue are, to be sure, being 
eliminated by improved technique; never- 
theless, the possibility of their occurrence is a 
constant menace. Moreover there is a very 
great difference between the average fistula 
from operation and one from a radium burn. 
The postoperative fistula is small and is 
practically always amenable to surgical cure 
even if it involves one of the ureters. The 
fistulae from radium on the other hand are as a 
rule great openings in the bladder or rectum, 
not infrequently in both, and usually hope- 
lessly inoperable. 

The radical operation has been criticized 
as being too difficult for practical use. It is 
unquestionably difficult, and should not be 
attempted until one has acquired a consider- 
able amount of operative skill. This, how- 
ever, is true of many other major opera- 
tions. The reputation that the operation has 
acquired of being impracticable on account 
of its difficulty is doubtless the result of the 
exaggerated procedures which some operators 
formerly advocated and attempted to carry 
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out. But the days of reckless resection of 
ureters and bladders, and vast bloody dis- 


sections of the pelvis are long gone by. Such‘: 


operations are, except on the merest chance, 
only palliative and are open to all those 
objections which the above-quoted writer has 
attributed to the surgical treatment of uterine 
cancer in general. Surgeons now are adopting 
a saner conservatism both in the choice of 
cases and in the technique of the operation. 
Hence the lower mortality, excellent con- 
valescences, and freedom from disabling post- 
operative sequelz. 

Conservatism in the surgical treatment of 
cervical cancer has been made more rational 
by the advent of radium, for the surgeon no 
longer feels called upon to attack the des- 
perately difficult cases, and if during the pro- 
cess of an operation it becomes obvious that, 
from a curative standpoint, surgery is not 
feasible or too dangerous, there is no disgrace 
in discontinuing the operation or in making 
an incomplete extirpation of the disease, for 
experience shows that postoperative radiation 
in such cases greatly prolongs life. 
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The problem of treating operable cases of 
cervical cancer is becoming more and more 
important on account of the fact that with 
increased education on the part of the laity 
and the general practitioner, cancer of the 
cervix is being detected at an earlier stage 
than formerly. The figures for permanent 
curability in our series of cases is rather low 
but these represent cases operated on more 
than 5 years ago. I am confident that the 
curability record of the past 5 years will show 
a marked improvement, inasmuch as the 
general run of cases operated on has been 
increasingly favorable. Cancer of the cervix 
uteri, notwithstanding the ghastly conse- 
quences of which it is capable, is nevertheless 
peculiarly amenable to curative treatment 
in the early stages. Whether the ultimate 
treatment of curable cases shall continue 
to be surgical or whether surgery shall yield 
to radiation, the general outlook is encourag- 
ing. It depends in great measure upon the 
success that attends cur efforts to educate the 
laity and profession to an earlier detection of 
the disease. 














vert 


AL RRO IOD IL 


STONE: RADIUM IN TREATMENT OF UTERINE CANCER 509 


THE: PRESENT POSITION OF RADIUM IN. THE STUDY AND TREAT- 
MENT OF UTERINE CANCER 


By WILLIAM S. STONE, M.D., New York 


Clinical Director of Cancer Research, Memorial Hospital 


the value of radium in the treatment 

of uterine cancer that the question is 
arising whether it is not more effective than 
operation. Other methods than operation of 
treating cancer have often previously failed 
to receive a sympathetic trial because of the 
cloud of charlatanism that has surrounded 
their introduction, and in the case of radium, 
because of its scarcity, the apparent simplic- 
ity of its application and the absence of a 
primary mortality attending its use, an un- 
rivaled opportunity is afforded the unscrupu- 
lous physician to exploit its properties for 
financial gain. The discussion of this subject, 
therefore, merits the serious attention of such 
an organization as the American College of 
Surgeons. A special responsibility rests also 
upon those who have first become familiar 
with its use to give their experience unselfishly 
to the profession. 

Radium has assumed an important posi- 
tion in cancer research, and in the study of the 
histological changes produced by this agent 
on both tumor and normal tissues numerous 
new facts are suggested regarding the patho- 
genesis of tumor growth, its mode of repara- 
tion and hints even in regard to the subject 
of immunity. Because of the excessive reac- 
tion that attended the accidental discovery 
by Becquerel of its biological properties upon 
human tissues, the name of radium has 
become synonymous with burn, so that its 
therapeutic action is generally regarded as 
that of acaustic. An understanding, however, 
of the histological changes produced by ra- 
dium, the study of which in the uterine tissues 
has materially contributed to our knowledge 
of the subject, shows this to be a misconcep- 
tion. We find in the uterus the same kind of 
response of tumor tissue to radiation as in 
other parts of the body. The embryonal and 
rapidly growing types are regularly the most 
responsive: the glandular type more so than 


S" much evidence has been furnished of 


the epithelial, and in both, the papillary and 
less infiltrating are much more responsive 
than the deeply infiltrating variety. Accord- 
ing to the amount of radium, its filtration 
and distance of application, the tumor cells 
of certain very cellular types may degenerate 
and disappear without other visible changes: 
or, in other less cellular types, an excessive 
plasma cell and lymphocytic invasion is ac- 
companied by a connective-tissue prolifera- 
tion and a subsequent smooth and supple 
fibrosis, which, by encompassing partly or 
completely degenerated tumor cells, becomes 
an important factor in the reparative process. 
Because of excessive dosage or the use of a 
large amount of #-radiation, this reaction 
may extend in an undesirable degree to even 
the neighboring normal tissues, altering their 
nutrition or causing their necrosis, because of 
which the reparation is either postponed or 
entirely prevented. Clinical reparation fol- 
lows such histological changes in tumors of the 
uterine cervix after carefully regulated doses 
of radium with such regularity that this agent 
appears to have almost a specific effect. Our 
studies of tumors of the cervix have led us 
to hope that the presence of certain histologi- 
cal types, which have hitherto not been recog- 
nized as having any clinical importance, may 
be found to be the reason for the regularity 
of the favorable action of radium. We have 
observed, for example, a few cases that corre- 
spond to the basal celled type of epithelioma, 
which is regarded among radiologists as uni- 
formly susceptible to radioactivity. We also 
often find the so-called plexiform type of 
epithelioma, in which the entire epithelial 
layer is reproduced, often producing a tumor 
of essentially papillary type, and one in which 
lymph-node invasion is relatively late. This 
type appears to be especially susceptible to 
radium, although it is difficult to demonstrate 
by actual statistics, because of the advanced 
stage which so many of the cases present. In 
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the frequency of this type, there is also sug- 
gested a reason for the comparative infre- 
quency of lymph-node invasion in cancer of 
the uterine cervix. 

It is difficult to define accurately the posi- 
tion of radium in the treatment of uterine 
cancer. A few competent observers working 
with a small amount of radium salt, which 
permits of only moderate variation in the 
dosage and form of application, have fur- 
nished conclusive evidence of its value in ad- 
vanced stages, and that it occasionally pro- 
duces an apparently complete regression in 
cases too far advanced for the operation to 
be regarded as applicable. The reports of 
those, to whom the emanation and the re- 
sources of a physical laboratory are available, 
suggest that, in addition to its palliative 
capacity, it has remarkable curative proper- 
ties of which the limits are so far uncertain. 
The writer, from the observation of the effects 
of radium in over 400 cases of uterine cancer 
and from the study of its effects on the tissues 
of other parts of the body, offers the present 
therapeutic position of this agent in uterine 
cancer to be as follows: 

Radium, in all recurrences, although less 
effective than in primary lesions, produces 
immeasurably better results than operation, 
provided they are not too far advanced and 
are not so closely related to the bladder or 
rectum that to cause their regression will pro- 
duce fistula or severe functional disorders. 
It is impossible to define the limits of growth 
beyond which the use of radium is undesir- 
able, but it is essential in order to obtain 
good results to treat cases in the early stages, 
and, in general, good judgment demands that 
treatment shall cease within narrower limits 
of growth than is the case with primary 
lesions. In numerous instances, however, 
pain may be relieved, hemorrhage stopped, 
and the progress of the growth hindered by 
one carefully adjusted dose, when the ad- 
vanced stage of the tumor precludes the idea 
of a considerable regression. Occasionally, 
also, a recurrence in less accessible parts of 
the pelvic tissues may be favorably affected 
by means of cross-fire radiation. For this 
purpose it is desirable to use a large amount 
of heavily filtered radium in the vaginal vault 
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and over the abdominal wall, or, in the latter 
location, the X-ray may be substituted. The 
embedding, also, of small tubes in deep tumor 
tissue without filtration and containing ema- 
nation of small radio-active value is gaining 
results which justify the hope that our present 
results may be improved. 

The discussion of the use of radium in 
primary uterine cancer has largely centered 
about the term operability in defining its 
field of applicability. From a practicable 
standpoint, the use of this term for the classi- 
fication of cases gives an erroneous idea of the 
importance of the operation. In the hands of 
a few highly trained pelvic surgeons, at the 
expense of a high primary mortality and 
numerous complications and sequelz, a deti- 
nite percentage of permanent cures has been 
obtained, compared with which, because of 
the factor of time, our present estimate of the 
value of radium must be largely measured by 
the primary results. Operation, therefore, 
for the treatment of uterine cancer continues 
to be performed to an unjustifiable extent, 
producing unnecessary suffering and mor- 
tality, and bringing discredit to both operation 
and all other sincere efforts to cure the disease. 
In other words, the growth when it reaches 
the hands of a competent diagnostician has 
extended, with few exceptions, to such an 
extent that palliation is the only justifiable 
conception upon which to base the treatment. 
For all cases, therefore, of primary uterine 
cancer, with few exceptions, ‘radium should 
be regarded as the method of choice. Of 34 
cases, representing about 25 per cent of 139 
patients who had applied to the Memorial 
Hospital for treatment within 3 months after 
the beginning of symptoms, a primary and 
complete regression was obtained in 16, or 
47 per cent, and a partial but substantial re- 
gression in all of the remainder. Of the 16 
cases in which the regression was complete, the 
growth was limited apparently to the uterine 
tissues in three, and in the other 13, the extra- 
uterine involvement was not extensive. Of 
another 34 cases who had applied for treat- 
ment within 4 to 6 months after the begin- 
ning of symptoms, the disease was con- 
siderably more advanced. There were three, 
however, in which the growth was apparently 
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limited to the uterine tissues, and in all a 
complete regression was obtained. In 18, 
or over 50 per cent, although the involvement 
of the extra-uterine tissues was considerable 
and the regression could not be regarded as 
complete in any, the disappearance of symp- 
toms and restoration to normal health were 
evidence of the value of the treatment. An 
improvement followed the treatment in the 
majority of the others. There was no improve- 
ment in a few, and in two instances the 
patients were, perhaps, made worse. In 
forming an estimate of the permanency of the 
primary results, the action of radium upon 
the tissues extends over such long periods, 6 
or more months, that it is idle for the purpose 
of statistical study to define the condition of 
a case until at least one year after the treat- 
ment. Without the knowledge also gained by 
operation, it is difficult to define results as 
measured by the extent of the original lesion. 
There are numerous cases in these series of 
cases who are apparently well 2 or more years 
after the treatment has been made. 

The question regarding the use of radium in 
the so-called border-land cases has become a 
subject of frequent discussion, and it is in this 
field, the writer believes, that radium has 
demonstrated its remarkable value. With a 
properly adjusted dose and form of applica- 
tion, radium may be expected regularly to 
destroy all intra-uterine tumor tissue, and it 
is capable of destroying extra-uterine tumor 
tissue to a depth fully within the limits of 
what is generally regarded as operable with 
more certainty than operation. We know 
that cases judged to be outside the limit of 
operability are frequently made to appear 
to be well within such limits after the use of 
radium, and the limiting of the field of opera- 
bility by surgeons who are only using a com- 
paratively small amount of the radium salt, 
gives ample confirmation to this opinion. The 
question of operating in this type of case 
after radium has produced an apparent regres- 
sion must await the reports of final results, but 
the histological changes that radium produces 
in the extra-uterine tissues show that such a 
procedure is probably erroneous. If radium 
has caused a complete destruction of tumor 
issue, operation, of course, is unnecessary. 
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The presence of tumor cells in the extra- 
uterine tissues after treatment can only be 
definitely known by means of the microscope, 
and the encasement of such cells by a fibrous 
framework of connective tissue will be de- 
stroyed by the knife, and the cells will thus 
be given the chance of renewing their original 
activity. There is naturally a tendency on the 
part of surgeons to use radium as an adjunct 
to operation instead of as a substitute, either 
in advanced cases after removal of as much 
of the growth as possible, or, prophylactically, 
in early cases immediately after operation has 
removed all gross evidence of the disease. In 
the first instance, I think that its use should 
be discouraged. We have abundant experi- 
mental and clinical evidence that cutting 
through tumor tissue markedly increases the 
growth capacity of tumor cells, and our pri- 
mary results in advanced cases show that 
radium can produce effects unobtainable by 
operation. We also know what a favorable 
site for the application of radium exists in the 
cervical canal, and to remove the uterus takes 
away this advantageous position, and so 
greatly diminishes the chance of success with 
this agent. As a prophylactic measure in 
early cases, although not so efficient as when 
used prior to operation, its use should be en- 
couraged, either by the X-ray or radium over 
the abdominal wall, or by insertion of a 
radium capsule in the vaginal vault within a 
rubber tube or the gauze that may be used 
for drainage, or by both portals. The radium 
should be heavily filtered and considerable 
caution must be used against injury to the 
pelvic tissues. It is too early to predict the 
advantage which will result from this use of 
radium. 

There are numerous cases of the cauliflower 
type, in which a bulky and necrotic tumor of 
the cervix projecting into the vaginal canal 
often causes anemia, toxemia, and severe 
cachexia. In some of such cases the removal 
of the tumor by the actual cautery promptly 
stops the bleeding and restores the patient to 
a normal condition for a considerable period. 
The subsequent application of radium to the 
tumor base may increase the permanency of 
the result, as often the parametrial invasion 
is not commensurate with the apparent extent 
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of the original lesion. Extreme caution, how- 
ever, must be taken because, either from fail- 
ure to recognize how deeply radium may 
extend its effects, or, because of an alteration 
in the tissues produced by the cautery, they 
show an unfavorable reaction to the applica- 
tion of radium. In many such cases, there- 
fore, the cautery alone remains the method of 
choice. 

There remains the question of substituting 
radium for operation in those few cases in 
which the tumor is plainly limited to the uter- 
ine tissues. In the discussion of this question, 
cancer of the body must be considered 
separately because of its special anatomical 
features. Our inability accurately to locate 
the site and extent of the lesion makes the 
dosage and amount of filtration somewhat a 
matter of guesswork. Lymph-node invasion 
is also more of a factor than in cancer of the 
cervix, and the sparks, so to speak, may fly 
far and wide. Two unfortunate experiences 
in which recurrences followed radium treat- 
ment in what appeared to be early lesions 
lead the writer to believe that, for the present 
at least, radium alone cannot be regarded as 
a safe substitute for operation. There is, how- 
ever, no experimental or clinical evidence 
that radium, unless grossly mishandled, will 
stimulate or unfavorably affect such lesions. 
The writer, therefore, believes that the appli- 
cation of radium 1 or 2 weeks prior to opera- 
tion will materially improve the results that 
have hitherto been obtained by operation alone. 

In early cancer of the cervix, the primary 
results already obtained give undoubted evi- 
dence of its remarkable value. Lymph-node 
involvement, however, although it does not 
have the same relative importance as in many 
other locations, is a factor in a definite per- 
centage of cases, and there is no way of defi- 
nitely ascertaining the involvement of these 
nodes except by an exploratory operation. 
We are also, unfortunately, not yet able to 
depend upon either the X-ray or radium to 
prevent invasion of lymph nodes or to cause 
their disappearance if involved. For these 
reasons, therefore, radium cannot entirely 
supplant the operation in all of such early 
lesions in the cervix. But here also an appli- 
cation of radium prior to operation must be 
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regarded as an important factor in our efforts 
to accomplish a permanent cure. The writer 
has treated seven such cases by radium alone 
without observing up to the present time a 
recurrence. Three of the cases have been 
well for more than 3 years. 

The question naturally arises whether such 
results may be obtained by those in possession 
of comparatively small amounts of the radium 
salt. Much of the discussion relating to the 
use of massive amounts of this agent has cre- 
ated a false conception of the subject of 
radium dosage. With the exception of a little 
experimental evidence obtained from observ- 
ing the effects upon normal tissues in animals, 
we know little of the comparative effects upon 
tumor tissues of a small amount of radium 
applied for a long time and a large amount ap- 
plied for a short time. The writer’s experience 
leads him to think, however, that, in addition 
often to the greater convenience for both 
patient and physician, the use of large amounts 
for short periods, in cases of cancer of the 
cervix, has the advantage of avoiding occa- 
sionally rectal and vesical irritation. The 
application to the cervical canal, usually 
being the geometrical center of cervical can- 
cer, is the most important part of the treat- 
ment, for which a comparatively small 
amount of the radium salt is perfectly satis- 
factory. The surface application to the cer- 
vix and adjacent tissues may, perhaps, be 
often more easily made by the use of the 
emanation, which permits of greater variation 
in the form of application. There also appears 
to be an advantage occasionally in rimming 
the periphery of the cervix at the vaginal 
insertion with tubes of emanation embedded 
in the tissues at depths which vary with the 
extent of the lesion. The embedding of these 
tubes also in the parametrial tissues at some 
distance from the vaginal insertion will add 
to the efficiency of the treatment. The 
amount of advantage to be gained by apply- 
ing the X-ray or radium to the abdominal 
wall has not yet been definitely determined. 
There is urgent need of more attention on 
the part of those using a small amount of ra- 
dium salt to filtration and the typeof rays used. 
The avoidance of the use of the soft /- 
radiation, either by the use of proper filters 
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or by obtaining distance by means of vaginal 
gauze packing, will add materially to the 
clinical. results. One need only observe the 
difference in the histological changes produced 
by A- and y-rays to be convinced of the 
clinical importance of this part of the tech- 
nique. A better appreciation also of the 
undesirable effects of radium upon infected 
and necrotic tumor tissue will aid in the 
prevention of numerous unfortunate results. 
In general, the chief error in the use of radium 
is overdosage, by which the nutrition of the 
neighboring normal tissues is so altered that 
reparation is postponed or entirely prevented. 
Failure to recognize how many weeks and 
months the action of radium upon the tissues 
persists often leads to a premature repetition 
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of the treatment and a disastrous result that 
might otherwise have been successful. 

Lastly, a strong plea is made to avoid treat- 
ment of primary cases that are too far ad- 
vanced. Unless this warning is generally and 
promptly heeded, much unnecessary suffer- 
ing will continue to result, and radium will 
soon be as discredited as is the operation, in 
the eyes of the public. There are numerous 
primary cases in which the general health 
appears to be little, if at all, affected, but in 
which the local lesion has advanced so far 
that all of the normal anatomical relations of 
the pelvic structures are obliterated. To 
treat such cases will result only in the pre- 
mature production of the terminal stage of 
the disease. 





THE SEQUELAS AND LATER ASPECT OF THE TOXIC ALBUMINURIAS 
OF PREGNANCY! 


By HAROLD K. GIBSON, M.D., Cuicaco 
Attending Obstetrician, St. Lukes Hospital 


terminology to designate a greatly vary- 

ing complex due or incident to pregnancy 
and embracing every clinical picture from the 
mild albuminurias to eclampsia with its own 
variable pathology, I have been impressed, 
both from clinical observation and from the 
literature, with the futility of any classifica- 
tion, either upon a clinical or pathological 
basis, except, of course, in those cases of 
frankly chronic nephritis. Indeed, in consid- 
ering mild albuminuria and slight oedema 
there is a tendency to lose sight of the one 
great factor in maternal mortality in these 
cases, for if we except the relatively rare pre- 
mature detachment of the placenta, the mor- 
tality of the nephropathias is the mortality 
of eclampsia. 

Zangemeister (17) designates all kidney 
affections brought about through pregnancy, 
“nephropathia gravidarum.” Baisch (1), 
however, employs this terminology for albu- 
minuria without casts or oedema, reserving 
for the more severe types the term “‘preg- 
nancy nephritis.” Stoeckel would include 


|: employing the above rather broad 


all forms under the caption ‘‘renal insuffi- 
ciency.’’ The cases herein presented are in 
no sense selective beyond the fact that they 
are almost without exception of the type 
demanding hospitalization; representing for 
the greater part the more severe type of the 
toxic albuminurias as exemplified by an 
ascending and persisting increase in the 
arterial tension plus an albuminuria. Fifteen 
of these patients developed convulsions be- 
fore, during, or after delivery, and three, 
“abruptio.” All of these women with one 
exception were delivered at St. Luke’s Hospi- 
tal. Unquestionably the greater number of 
these cases, in particular those responding to 
rest, dietetic and eliminative measures, do 
not reach the hospital, accounting, perhaps 
in a large measure, for the number of these 
women developing eclampsia. 

The scope of this paper does not include 
any discussion of the symptomology of this 
group of affections beyond an attempt to 
convey a picture of the symptom complex 
upon admission to the hospital, and the 
renal findings and arterial tension upon dis- 


1Read before the Chicago Gynecological Society, December 17, 1920. (For discussion see p. 568) 
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ADMISSION . ; | SUBSEQUENT 
ro Hosp CLINICAL FINDINGS At DIscHARGE PREGNANCIES STATUS PRASENS 
TAL | 
i—— ——— Se |—~ 

Case 1 | Blood pressure 218-124. Albumin, granu- | 54-19 | None r xeneral health fair Blood 
4-19-19 lar and hyaline casts. Headache, oedema, | Trace albumin, no casts. | | pressure 136-90. Trace albu 
Para-I, 26 visual disturbance. | Blood pressure 144-80. | min, no casts. 2nd aortic ac- 
6th month } mein centuated. Some dyst noea. 

} 
tac stasis aie iemeriamaipaaaciinnanipiaiics peat 

Case 2 Blood pressure 130-90. Trace albumin | 2-16-16 rose | General he: th ‘good. No albu 
1-13-16 }no casts. Labor 1-16-16. Convulsions | No albumin, no casts min, no casts. Blood pressure 
Para-I, 36 | Blood pressure 195. Albumin , granu- | Blood pressure 129-80 140-99. 

Term | lar and hyaline casts. Headache 
cota _ sane orieidiictichemaecnteiaeaieniniahttsaiebendeiapiaiis —_ - " eo ——— 
Case 3 | Blood pressure 135-So0 All yumin hya- 3-17-12. None. General health good. No albu 
| line casts. Icterus, headache. No albumin, no casts min, no casts. Blood pressurc 
Para-il, Term] Blood pressure 120-60. 128 

Ginn 1 | 1 Blood ure 185-115. Al>umin 3 18 30-20. 6th month General a lth, weal No albu 
3-1-18 | granuli Ma _ hyaline casts. Headache, | No albumin, no casts. Aioupaln placenta Al- | min, no casts. Blood pre-sure 
Para-I, 22 cedema, visual disturbance. Blood pressure 124-7 bumin granular an 1 | 126-70. 

hyaline casts. Headact 
eedema, visual disturb ener, 
| Blood pressure 140-80. Trace albumin, | o-1-18 None. health poor. Enl» 
8-18-18 no casts. CEdema, hydramnios No albumin, no casts Blood pressure 118 
| Blood pressure 120-60. 60. No albumin, no casts 

Case 6 | =e pressure 136. Albumin , hya- | 8-31-12 Mone General health good. No albu 
8-16-12 | line casts. Headache, eedema. 24 hour | Trace albumin, no casts. min. no casts. Blood pressure 
Para-III, 2 | urine 600 ccm. 140-69. 

Term | 

Case 7 | Blood pressure 126. Albumin -+-, hyaline 27 None. Died December, 1918. Cardiac 
3-13-13 | casts. Headache, oedema, chorea. Blood pre ssure 130. Trace ind renal. 

Para-I, 19 | ilbumin, no casts. Sys 
6th month | tolic murmur at apex 

Cz Blood pressure 160-114. Albumin 13-16. None. General health good. No albu 
3-20-16 granular and hyaline casts. Headache, | No albumin, no casts min, no casts. Blood pressure 
Para-l, 25 | oedema, convulsions, coma Blood pressure 120-78 126-70. 

Term | 

Case 9 Blood pressure 136. Albumin -}-, no casts. | g-24—14 1-30-20 General health fair. Blood 
o-8-14 Headache, oedema. Blood pressure 112. No | Term. Blood pressure 150 | pressure 140-90. ‘Trace albu 
Para-l, 27 | albumin, no casts. 108. Albumin hya- | min. 

Term line and granular casts 
(Edema, headache, visual 
} disturbance. 

Case 10 | Blood pressure 130 Albumin , granu- | 11-20-15 None. General health fair Bloo 
10-26-15 lar and hyaline casts. Headache, oedema. | No albumin, no casts. pressure 140-70. No albumin 
Para-IIl, 24 hour urine 500 ccm Blood pressure 130 no casts. 
5th month | 

Case 11 Blood pressure 120-84 ‘Se sitinitn. 1-26-19 None. Health poor, unable to work 
12-29-18 ceedema. Convulsions, blood pressure 190 Blood pressure 122-90 Blood pressure 136-8 Trac 
Para-I, | 130. Albumin t. granular and hyaline | Albumin , granular albumin, hyaline casts. He 
oth month | casts. Headache, visual disturbance and hyaline casts. Eye ache, dyspnoea. 

| grounds negative. 

Case 12 Blood pressure 176-100. Albumin t, | 9-20-17 None. Health poor. unable to work 
8-17-17 | hyaline and granular casts. Headache, | Blood pressure 134-84. Blood pressure 128-88. Trac« 
Para-lIl, | visual disturbance, convulsions. No albumin, no casts albumin, no casts. Left ve 
Term | tri le hypertrophied. Hea 

iche, arrhythmia, dyspneea 

Case 13 Blood pressure 184-124. Aitanin +--l-- | 10-23-18 None Ge siaieeal health good Blo 
10-9-18 granular and hyaline casts. (Edema, con- | Blood pressure 164-06 pressure 132-88. No albumi 
Para-II, 28 | vulsions, coma Trace albumin, hyaline no casts. 
7th month | casts 

Case 14 | Blood pressure 176-108 Albumin 6-20-19 11-23-20 General health good BI 
6-4-19 | no casts. (Edema, headache, 21 convul- | Blood pressure 116-84 Term. Blood pressure 160 | pressure 120-78. No albun 
Para-I, 18 | sions. No albumin, no casts 096. Al>umin hyaline | no casts. 

Term | casts Operative delivery 
Cc ase 15 Blood pressure 260-110 Albu min 3-27-18 72 months ae *) pres- | Blood pressure 158-90. Ham 
hyaline casts. (Edema, headache, con- | Blood pressure 116-84 sure 170-100. Al uae globin 60 per cent. No al 
fe THT, 28 vulsions, coma. | No albumin, no casts granular and hyaline | min, no casts. Apex 2 cn 
8th month } | casts | outside nipple line, 2nd aort 
| | | accentuated. 

Case 16 | Blood pressure 140-95. Albumin -+, 10-22-18 None | General health good. Bloc 
10-2-18 | granular and hyaline casts. Headache, | Blood pressure 118-88 | pressure 130-76. Trace al 
Para-l, 23 cedema, convulsions. Trace albumin, no casts | | min, casts. Slight dyspnoea 
Term | 
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Case 17 


Blood pressure 150-120. Albumin + > 
(Edema, con 


5-22-19 


5 months. 


Blood pressure 


General health good. Blood 
























































5-2-19 granular and hyaline casts. Blood pressure 134-82. 150-90. pressure 150-90. No albumin, 
Para-I, 30 vulsions, blood pressure 208-104, coma. Trace albumin, no casts. no Casts. 
Term 

Case 18 Blood pressure 180-124. Convulsions. | 11-2-16 None. Died 2-10-18. Cause unknown. 
10-21-16 Albumin ++, granular and hyaline | Blood pressure 156-90. 

Para-I, 25 casts. (Edema, headache 3 days. Trace albumin, no casts. 
7th month 

Case 19 Blood pressure 136-86. Albumin +-, hya- | 8-30-16 6-15-1 General health good. Blood 
8-11-16 line casts. Headache, oedema. Blood pressure 116. No] 7th month. Blood pres- | pressure 130-60. No albumin, 
Para-I, 32 albumin, no casts. sure 160-90. Albumin no casts. 

Term granular casts. Hydram- 
nios Labor. 

Case 20 Blood pressure 180-90. Albumin, casts. | 5-20-17 None. General health good. Blood 
5-14-17 Headache, cedema, convulsions. Blood pressure 110-60. pressure 120. No albumin, no 
Para-I Trace albumin, no casts. casts. 
7th month 

Case 21 Albumin +, hyaline and granular casts | Trace albumin, no casts. None. General health fair. Blood 
2-4-12 Headache, oedema, convulsions. pressure 160-90. Albumin + 
Para-I, 25 granular and hyaline casts. 
Term 

Case 22 Blood pressure 190-110. Albumin -+--+-, | 4-27-10 None. General health good. Blood 
$-15-19 granular and hyaline casts. (Edema, | Blood pressure 134-88. pressure 138-86. No albumin, 
Para-I, 33 headache. No albumin, no casts. no casts. 

Sth month 

Case 23 Blood pressure 185-100. Albumin 6-7-15 None. General health good. Blood 
5-15-15 hyaline and granular casts. (Edema, | Blood pressure 140-80. pressure 138-88. No albumin, 
Para-II, 27 headache, visual disturbance, convulsions. | No albumin, no casts. hyaline casts. Eye trouble. 
Term 

Case 24 Blood pressure 190-110. Albumin 4-5-1909 None. General health good. Blood 

22-19 hyaline and granular casts. (Edema, | Blood pressure 148-08. pressure 160-90. Albumin+. 
Para-I, 26 nausea, headache. Albumin +, no casts. 

Term 

Case 25 Blood pressure 150-90. Albumin +,}| 1-15-19 sth month. Blood pres General health good. 
11-30-18 hyaline and granular casts. Profvse | Blood pressure 130-74. sure 148-86. No albumin, 

Para-I, 24 hemorrhage. Abruptio placentz. Trace albumin, no casts. | no casts. 
sth month 

Case 26 Blood pressure 144-100. Albumin + +, | 10-22-17 None. General health good. Blood 
10-4-17 granular and hyaline casts. Headache, | Blood pressure 128-80. pressure 146-80. No albumin, 
Para-I, 30 nausea, oedema, visual disturbance, con- | Trace albumin, hyaline no casts. 

Term vulsions. casts. 

Case 27 Blood pressure 170-100. Albumin 2-10-15 None. General health poor. Blood 
1-10-15 hyaline and granular casts. (Edema, 2 | Blood pressure 146-86. pressure 148-82. No albumin. 
Para-I, 27 convulsions, coma. Albumin +, hyaline casts. no casts. Headache. 
7th month 

Case 28 Blood pressure 160-90. Albumin , | 6-15-12 None. Died March, 1920. Renal. 
5-20-12 hyaline casts. Albuminuric retinitis, | Blood pressure 150-90. 

Para-II, 34 headache, oedema. No albumin, no casts. 
ith month 

Case 29 Blood pressure 166-112. Albumin -++-, no | 9-4-19 None. General health good. Blood 
3-16-19 casts. (Edema. Blood pressure 130-76. pressure 124-64. No albumin, 
4 ra-I, 27 Trace albumin, no casts. no casts. 

cTm 

(ase 30 Blood pressure 146-90. Albumin 2-15-20 None. General health good. Blood 
1-10-20 granular casts. Abruptio placentz. Blood pressure 140-90. pressure 127-70. Trace albu- 
Para-II Albumin +, no casts. min. 


charge, for the purpose of deductions relative 
to the latent morbidity and subsequent preg- 
nancy. All functional kidney tests and blood 
chemistry based upon the theory of an altera- 
tion in the nitrogenous metabolism have been 
purposely omitted from the tabulation, it 
being the personal conviction of the writer 
that they are of relatively slight prognostic 











value in the determination of an impending 
eclampsia, indeed too many valuable hours 
have been lost in securing a normal blood 
nitrogen and phthalein functional test in the 
face of a fulminating eclampsia. 

Few conditions confront the obstetrician 
in which the element of time, even hours, 
may be as vital as in the rapidly increasing 
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hypertension with albuminuria in the preg- 
nant woman. Of interest upon the clinical 
side of our eclamptics and pre-eclamptics 
has been the frequent manifestation of visual 
disturbance although only two of these cases 
showed any changes in the background of the 
eye. Esch (4), who studied the visual dis- 
turbance in 46 eclampsias, could demonstrate 
changes in the background in but 4, indicating 
that the frequent visual disturbance in these 
cases is more probably dependent upon the 
cerebral oedema and increased intracranial 
pressure than upon actual pathology in the 
background. Zangemeister (17) believes that 
retinal changes never occur in the acute 
nephropathias. 

As concerns the frequency of the toxic albu- 
minurias of pregnancy, one gathers from the 
literature that it lies between 2 and 3 per cent. 
Paddock believes the incidence of albumin- 
uria considerably above this in our own 
material. Zangemeister (17) gives 2.7 per 
cent in primipare and 1.7 per cent in multi- 
pare; the incidence of eclampsia in this 
material being approximately 8 per cent. 
Cragin (2) gives 251 eclampsias in twenty 
thousand consecutive deliveries at Sloan; 
Edgar (3), 7 in twelve hundred. 

It must be admitted that the variable 
complex, designated the kidney of pregnancy, 
has had little elucidation since it was first dis- 
cussed by von Leyden (9) in 1886, and although 
the internists have given us a fairly complete 
picture of the symptomology and pathology 
of both acute and chronic forms of nephritis, 
the obstetrician who essays carrying the 
parturient woman, suffering perhaps from a 
slight oedema and albuminuria, to term or to 
the more often disappointing “ viability,” 
will not infrequently find himself beset with 
difficulties should he premise his course upon 
any known clinical data. These difficulties, 
it would appear, are largely due to our inabil- 
ity to differentiate clinically the transition 
from the purely degenerative changes in the 
parenchyma of the kidney to the inflamma- 
tory; corresponding to those abrupt changes 
in the symptom-complex. And yet upon our 
inability to so differentiate lies perhaps our 
greatest obstacle in the prevention of eclamp- 
sia with its yet considerable mortality and 
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morbidity. Upon the clinical side, however, 
there is an unmistakable trend toward the 
belief that the significance of an existing and 
persisting arterial hypertension cannot be 
overestimated; indeed, many investigators 
believe that it is the line of cleavage between 
the purely degenerative and inflammatory 
processes. 

Queirel (10) in an article upon arterial 
hypertension in pregnancy making the dog- 
matic statement that if in a pregnant woman, 
with a previously normal tension, the hyper- 
tension reaches 180 or 190 and persists, an 
eclampsia is imminent. 

Von Jaschke (6), in a recent publication, 
expresses the view that one can differentiate 
the purely degenerative or so called nephroses 
from the inflammatory type by the hyper- 
tension and hematuria in the latter, with the 
exception, of.course, of certain cases which 
he believes are of a mixed type. 

It becomes apparent from a study of con- 
temporary literature that the question of a 
permanent or latent morbidity, or, if you 
please, a continuation of the kidney begun in 
pregnancy, has not been given the considera- 
tion its importance justifies, and existing 
literature shows a striking variance of opin- 
ion among those who have written upon this 
subject. To be sure a considerable number 
of these cases should be under observation 
for a period of years after delivery for logi- 
cal deductions, yet evidence is not wanting 
that permanent damage to kidney and myo- 
cardium are by no means infrequent. Against 
the probability of a continuation of the kid- 
ney begun in pregnancy we find Whitridge 
Williams (13) who believes that chronic 
renal disease rarely results from the pre- 
eclamptic toxemias and that if recurrence 
takes place in a subsequent pregnancy the 
subject belongs to the nephritic type of the 
toxemias of chronic nephritis. Rosenstein 
(11) and Esch (4) believe it exceedingly rare. 
For the probability we find Zangemeister, 
von Jaschke (6), and Koblanck (8) who dem- 
onstrated a chronic nephritis in 6.5 per cent 
of his 77 cases examined postpartum. 
Koblanck’s cases were all examined within a 
period of 6 months postpartum; a factor I 
believe calculated to give a more favorable 








status than a later examination. I should 
state that in all of our cases one year has 
elapsed prior to final examination. A general 
survey of our material shows three cases 
dead at 1, 5 and 8 years respectively, one, 
of unknown cause and two of renal and cardio- 
renal affections. Of our 14 remaining eclamp- 
tics 5 have a well marked nephritis with 
hypertension, and 2 have an arterial tension 
suggestively high. Of the 12 we have desig- 
nated pre-eclamptics, 2 have a clinically 
well marked nephritis. Of the three “abrup- 
tios” a condition Zangemeister believes does 
not exist in the absence of a chronic nephritis, 
it is of note that Case 4 after two exceedingly 
severe albuminurias with hypertension shows 
no clinical evidence of a nephritis at this time. 
Case 25, an “abruptio,” reported recently 
at the prenatal clinic in the fourth month of 
her second pregnancy with a tension of 148- 
88. It may be urged in objection that one 
cannot exclude a pre-existent nephritis in 
any of these women, and reasoning from a 
purely scientific premise perhaps not. Yet 
the fact must be given consideration that 
four of these women were day workers and 
laundresses, women accustomed to hard 
physical labor, in whom any suggestion of 
invalidism was wanting prior to their preg- 
nancy, yet whom we must classify as physi- 
cally incapacitated at the present time. 
I can find no justification for the assumption 
of a pre-existent nephritis in these women as 
all cardiac and renal symptoms were absent 
prior to the onset of an acule nephropathia. 
Indeed, it has been generally conceded that 
while the woman with a chronic nephritis 
has her life expectancy materially shortened 
by a pregnancy she is not so liable to eclamp- 
sia, a fact accounted for by Fehling (5) upon 
the grounds of a compensating hypertrophy 
of both kidney and heart in these cases with 
the corresponding increase in the elimination 
of urine. A good example of this might be 
cited in Case 15, a frankly chronic nephritis 
from the period of her eclampsia. 

I have refrained from any discussion of 
chronic nephritis in relation to pregnancy 
believing that no illusions are held relative 
to the status of the pregnant chronic ne- 
phritic. 
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Of paramount importance to the obstetri- 
cian is the question of recurrence in a subse- 
quent pregnancy, for he will not infrequently 
be questioned relative to the hazard of a 
future pregnancy particularly where a pre- 
mature babe unequal to extra-uterine exist- 
ence has been delivered. That prematurity 
is the most frequent complication of the 
entire group of the toxic albuminurias is 
axiomatic. 

Baisch (1), I believe, gives 47 stillborn 
babies in his series of 216 cases of “ pregnancy 
nephritis” a designation he reserves for the 
more severe nephropathias, inclusive, of 
course, of eclampsia. In truth, a dispas- 
sionate consideration of the toxic albuminurias 
of pregnancy of necessity involves the sub- 
ject of prematurity and all that this entails, 
in particular as it relates to the later develop- 
ment of these infants, and here one finds little 
encouragement for the conservative treat- 
ment of the expectant mother based upon the 
procuring of a viable child. 

Yippoe (15), in a recent monograph upon 
the physiology and later history of the pre- 
mature infant to the school age, presents a 
study of 668 premature infants, reckoning 
as premature all having a birth weight of 
less than 2500 grams. This series shows a 
mortality of 50.33 per cent during the first 
year and that a total of 320 did not survive 
the fourth year. To this appalling mortality 
curve which, of course, drops enormously 
after the first year, he finds a not inconsider- 
able morbidity largely accounted for by 
birth traumas, cord and brain hemorrhage 
predominating (16). It would seem from his 
large number of autopsies that the premature 
infant escaping an operative delivery suffers 
in a large degree from cord and brain hemor- 
rhages. 

Baisch in the 216 cases previously men- 
tioned gives an operative delivery as neces- 
sary in 124 of the cases, or 55 per cént. 

In a postpartum study of 23 eclamptics 
Wolff and Zade (14) found 8 of the 23 preg- 
nant the second time. Four of the eight 
showed distinct renal disturbance, two of 
these repeating their eclampsia. We believe 
that the possibility of recurrence is generally 
conceded by obstetricians. 
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Of our 27 cases who have survived to the 
present time, we find 7 with a subsequent 
pregnancy, probably a fair percentage when 
one considers the character of the first preg- 
nancy. Of the 5 whose pregnancy has ter- 
minated, 4 were discharged from the hospital 
at the termination of the first pregnancy, it 
will be noted with an absence of casts and 
albumin and a normal arterial tension and 
in the second pregnancy all were perhaps 
under more than casual observation by reason 
of their previous history. Of these we find 
one “abruptio” at the end of the sixth month 
with accompanying albuminuria, casts, hyper- 
tension, and visual disturbance; one pre- 
mature delivery with hydramnios, albumin, 
and hypertension; one moderately severe 
albuminuria with some hypertension; one 
operative delivery indicated by a rapidly 
increasing tension and albumin, a woman 
subjected to weekly examinations in the pre- 
natal clinic by reason of her previous eclamp- 
sia and who reported at the clinic in the first 
stage of labor with no evidence of toxemia 
nor albumin and a tension of 126-88, yet in 
whom after 16 hours of labor we find albumin, 
casts, and a tension of 160-90. Case 15— 
an eclamptic also under weekly examinations 
in the prenatal clinic, was admitted at seven 
and a half months—with a tension of 186-go— 
for the termination of the pregnancy, labor, 
however, developing spontaneously and a 
4'2 pound infant delivered. 

Two remain undelivered, Case 25, an 
“abruptio” now in the fourth month of her 
second pregnancy with a tension of 148-88 
but no albumin or casts, and Case 17, a pre- 
vious eclamptic now in the fifth month of 
her second pregnancy, with a tension of 
152-84 also without casts or albumin. In 
the interim between the first and second 
pregnancies none of these women with the 
exception of the chronic nephritic above 
mentioned (Case 15) gave a complex at all 
suggestive of chronic nephritis as given for 
example by Strumpell (12). all evidence of 
cardiac and renal pathology being absent. 

In conclusion I would like to express the 
conviction that freedom from albuminuria 
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with a normal arterial tension following a 
toxic albuminuria in the course of one preg- 
nancy is by no means a sure criterion of its 
non-occurrence in a subsequent one. As to 
the wisdom or expediency of a subsequent 
pregnancy in this group of affections one may 
say possibly it may be permitted after a pro- 
tracted interval of normal arterial tension 
and freedom from any evidence of renal 
incapacity and after due consideration to 
the three outstanding hazards—/irst, irre p- 
arable damage to kidney and heart; second, 
prematurity; third, eclampsia. 

Personally, in view of our limited knowledge 
of the nature of this entire group of affec- 
tions, I can find no justification for placing 
the woman in jeopardy a second time, for 
although the etiology and nature of eclamp- 
sia are obscure, the mortality and morbidity 
are by no means so. Surely one may say 
without exaggeration, there is no statute of 
limitations for the kidney of pregnancy. 
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NDOTHELIOMA of the nasopharynx 
is not excessively rare. It is difficult 
to judge of its exact frequency. 

Endotheliomata have not been clearly defined 
from carcinomata on the one hand and sar- 
comata on the other. Some writers on tumors 
of the nasal passages report a considerable 
percentage of endotheliomata; others classify 
their tumors almost entirely as carcinomata 
and sarcomata. However, Pollack (1) in 1911 
was able to cite 50 cases. 

Nasal endothelioma has been considered a 
non-metastasizing tumor. The literature at 
our disposal has disclosed but one record of 
metastasis, and this we have not been able 
to verify (2). Those authors who mention 
metastases at all agree that they are uncom- 
mon. Pollack says: “Clinically the group 
of endotheliomata is characterized by slow 
growth and little tendency toward metastasis, 
but on the other hand, by an obstinate in- 
clination toward local recurrence.”’ Althoff (3), 
who reported three cases in 1907, states that 
metastases are rare. Sakai (4) illustrates in 
one of his plates a bone whose marrow spaces 
are filled with endotheliomatous cells. This 
is the nearest approach to a metastasis that 
we have been able to find. 

It is easy to see from Sakai’s excellent plate 
how endothelial tumor cells that have entered 
the sinuses of the marrow might be dislodged, 
and float off in the blood stream to distant 
organs. 

It may well be that endotheliomata of the 
nasopharynx are more frequently dissem- 
inated than the literature would lead us to 
believe. Most records of patients suffering 
irom endothelioma are extremely defective. 
Most of the patients have been examined by 
specialists alone. More complete examina- 
uons, longer periods of observation, and more 


detailed autopsy records might disclose other 
metastases like the one we are reporting. 

There are many records of autopsies per- 
formed on patients who died while under 
observation, but they give no account of 
a search for metastases anywhere below the 
neck, even though some of the tumors had 
become very large by extension. One re- 
ported by Durante (5), for instance, involved 
the brain extensively. 

The clinical records are equally meagre. 
Examination of most of the patients seems 
to have stopped at the level of the clavicles. 
The records give evidence of no other than 
the rhinological examination. The patients 
were followed for longer or shorter periods 
and then discharged as cured. 

Now, although endotheliomata are little 
likely to be scattered, and although radical 
operation seems to offer good chances for 
complete cure, late metastases are not im- 
possible. One of our patients died of metas- 
tases 5 years after operation. 

We are reporting these tumors, therefore, 
in order to urge that patients with endo- 
theliomata of the nasal passages be observed 
over a longer period than has been customary, 
that they be examined completely and thor- 
oughly at regular intervals, not by rhinologists 
alone, but also by internists or general sur- 
geons, and that autopsies performed on those 
who die while under observation be under- 
taken with a view to discovering distant 
metastases. 

Caset. Mr. T. D., age 57, presented himself for 
treatment at the Nose and Throat Clinic of the 
Stanford University Medical School, February 9, 
1915, complaining of a large swelling of the right 
upper eyelid, his appearance being shown in Figure 
1. Examination showed both nostrils filled with a 
polypoid mass which protruded externally on both 
sides. There was a swelling over the right frontal 
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Fig. 1. Patient T. D. before removal of endothelioma 


of antrum. 


sinus and an exophthalmos with displacement of the 
right eye downward and outward. The right upper 
lid fluctuated. The roentgen examination showed 
‘very marked enlargement of the frontal sinuses, 
some clouding of the left maxillary sinus—marked 
clouding of the nares.” 

Operation was performed by Dr. H. B. Graham 
on February 10, 1915. An abscess was evacuated 
over the right eye. A Killian operation was per- 
formed and a gelatinous polypoid mass was evac- 
uated from the frontal sinus. The floor and posterior 
superior walls of the sinus were eroded. The eth- 
moids and sphenoids on the right side were opened 
and a Luc-Caldwell operation was done on the right 
antrum. The antrum, ethmoids, sphenoids and nose 
were all filled with the same mass as was found in 
the frontal sinus. The left nostril was not inter- 
fered with. Examination of the tissue removed 
showed it to be an endothelioma. 

Roentgen-ray treatments were begun at this 
time, twenty irradiations (one every 3 weeks) being 
given until April 5, rors. 

March 15, 1916, 13 months after operation, the 
patient was feeling very well and was given 24 
milliampere minutes with 145 volts. This was 
repeated on April 5, 1916. 

April 24, 1916. Small stumps of left middle tur- 
binate and tags of tumor growth were removed. 

On January 12, 1917, the nose was comparatively 
clear and in 1918 there was no growth in the nose. 
Thus 3 years after operation he showed no signs of 
recurrence nor metastasis and was apparently 
cured (Fig. 2). 
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Patient T. D. after removal of endothelioma of 


Fig. 2. 
antrum. 


On March 19, 1920, the patient was admitted to 
the Stanford Medical Ward of the San Francisco 
Hospital. The history given above was unknown 
to us until later. He had complained for 6 months 
of “lumps on the ribs and pains about the 
chest.” 

Examination showed considerable emaciation, a 
very wide nose and marked outward deviation of the 
right eye (Fig. 3). At the second and third left 
chondrosternal junctions there were two tender 
masses covered by normal skin, the size of large 
walnuts, of firm but not bony consistency. 

The left side of the diaphragm moved much less 
than the right. Percussion and auscultation revealed 
nothing abnormal on the right side, but on the left 
there was dullness anteriorly which extended into 
the axilla. Over this dull area the breathing was 
tubular and distant. The patient had a cough. 
He raised some clear, non-purulent sputum in which 
no tubercle bacilli were found. The urine, spinal 
fiuid and blood were normal except for a leucocytosis 
of 14,800. 

Roentgenograms of the chest showed “a large 
tumor mass at the left lung extending from the 
hilus region”’ (Fig. 4). 

The patient continued to lose weight, became 
more dyspnoeic, and the nodules described above 
enlarged slightly. On March 29, the upper, larger 
one was definitely fluctuant. On April 6, a small 
incision was made over the larger nodule, under 
local anesthesia, and a small piece of soft gelatinous 
tissue was obtained which on examination proved to 
be endothelioma (Fig. 5). 
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Fig. 3. Patient T. D. with metastasis of chest 5 years 
later. a, Metastatic tumors. 


The patient continued to become more dyspnavic 
and cyanotic and died on April 14, becoming de- 
lirious before death. A necropsy was refused by 
relatives. 

It is logical to assume that the tumor 
within the chest was of the same nature as 
the nodules on the chest wall. The tissue 
removed from this nodule shortly before 
death and that removed at operation over 5 
years previously, both being endotheliomata, 
lead us to the conclusion that the original 
tumor had metastasized to the trunk and set 
up a secondary growth probably in the 
mediastinum. 

Case 2. Dr. E. H., age 56, born in Ireland, was 
first admitted to the San Francisco Hospital (Stan- 
iord University Service), April 10, 1913. 

He stated that he had had a nasal discharge for 

cars. Ten weeks prior to his admission he had had 

severe hemorrhage which seemed to come from 

e right side of the nose more than from the left; 

nce then he had had nine such hemorrhages. He 
il very little pain. 

On examination he showed a severe conjunctivitis 
the left eye with a purulent discharge. There was 
suppurating sinus below the inner canthus of the 
't eve. There was a purulent discharge from both 





Fig. 4. Roentgenogram of chest showing mediastinal 
metastasis. 


nostrils. The left nostril was pushed over somewhat 
to the right. The left cheek was pierced by multiple 
sinuses from which yellow pus exuded but was not 
tender. The left side of the hard palate was some- 
what reddened but not tender. The left cervical 
glands were hard, freely movable under the skin 
and not adherent to each other. The right cervical 
glands were palpable. The inguinal, epitrochlear 
and axillary glands were not much larger than 
normal. The heart was enlarged; the radial arteries 
were sclerosed. There was increased resonance 
over the apex of the left lung. The liver stood two 
fingers breadth below the ribs. The patient had the 
appearance of a chronic alcoholic. 

The urine contained a little albumin. The sedi- 
ment showed a few hyaline casts. 

The patient’s rectal temperature varied from 
99.4 to 101.6. The pulse varied from 76 to 96. 

Operation, Dr. Rixford. April 12, 1913. Diefien- 
bach’s incision was made following the line of the 
lower lid, the nose, and down the philtrum of the 
upper lip, but not extending through the mucosa of 
the upper lip. The anterior surface of the upper jaw 
was cut away, the zygoma sawn through, and the 
antrum opened. The antrum, ethmoidal sinuses, 
and perhaps the sphenoidal sinuses were filled with 
masses of soft, white tumor, almost gelatinous in 
places, containing large pockets of pus through- 
out its substance. The infra-orbital plate seemed 
perforated in places. The tumor was removed as 
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Fig. 5. Patient T. D. Sternal metastasis. Microphoto- 
graphs (Figs. 5 and 6) by Dr. Jean Oliver, Stanford 
Medical Department. 


far as visible with the finger and the curette, and 
the bone bitten away with the rongeur where it was 
evidently infiltrated. The growth was of such 
extent that its origin was uncertain, the whole cavity 
of the nose and the adjacent sinuses being filled 
with it. The cavity of the mouth was opened in one 
place at the upper gum. Although all macroscopi- 
cally visible tissue was removed, no attempt was 
made to do an extensive resection. In order to have 
done this the orbit would have had to be exenterated, 
or its lower floor at least removed. The cavity of the 
mouth was closed as well as possible with catgut 
sutures taken through the mucosa of the upper 
lip and gum, a drain was led into the bed of the 
tumor and out through the nostril, and the flap was 
sewed back into place with interrupted silkworm 
gut. Time, one hour. Inconsiderable haemorrhage 
followed. 

Dr. Ophuls’ report: Clinical diagnosis: tumor of 
nose; source of material: section of tumor. 

Sections show framework of very cellular, dense, 
fibrous tissue in which there are large irregular 
spaces filled with large polygonal cells which show 
a very definite outline, a clear, entirely transparent 
protoplasm and a central nucleus of moderate size. 
No intercellular substance between the cells. The 
groups of cells are quite sharply separated from the 
adjoining connective tissue. 

Carcinoma (endothelioma?) of nose (Fig. 6). 
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Fig. 6. Patient E. H. Section of tumor showing en- 
dothelial tumor cells growing from framework ot capillaries. 
a. Endothelioma cells; 6, capillary. 


The packing was removed on April 14. The 
wound healed well and patient was discharged 
from hospital May 26. There was very little de 
formity of the face, but there was a little subcuta 
neous emphysema of the lower left eyelid, which 
the patient could produce at will by blowing his 
nose. 

He was readmitted September 1, 1913, without 
having been seen since his discharge in May of the 
same-year. He complained of a foul discharge from 
the nose, but stated that he had had no further 
hemorrhages. He did not think that the tumor 
had increased in size. He had no pain or head- 
ache. The vision of the left eye was unimpaired, 
there was no proptosis, and the diplopia which was 
present following operation had disappeared. His 
appetite was good but he had lost considerabl 
weight. He had had a good deal of dyspnoea on 
exertion and had had oedema of the legs, especialls 
the right one. He had noticed that his sense for 
the taste of sugar and salt had been disturbed for 
the past 6 months. 

His nose was large and flat and retracted to the 
left side of the face, which was puffy over the regio! 
of the left maxilla. Both upper and lower left eve 
lids showed a brawny infiltrate, and patient stated 
that the swelling of the eyelids greatly increased 
when he blew his nose. There was a foul discharg 
from both nostrils. 











WILLIAMS: 


There was increased resonance with fine rales 
over the base of both lungs. There was pitting 
cedema of both ankles, especially the right. The 
cervical glands were not enlarged. He was operated 
upon September 9. 

Reoperation by Dr. Rixford. Ether. Time, 34 hr. 

An incision was made in the old scar, but only 
down to and not through the lip, 7. ¢., an angular in- 
cision in the infrapalpebral and in the nasolabial fold. 
The flap of cheek was turned back and exposed foul 
tumor masses. A portion of the infra-orbital plate 
involved by them was chiselled away, and the 
tumor masses removed with finger and curette. 
Some of the sphenoidal and ethmoidal sinuses which 
remained unopened at the first operation were open- 
ed; they were filled with tumor and were cleaned 
out. The base of the skull was reached, and the 
roof of the pharynx bared. The dura was not 
opened. The nasal septum was involved, the 
cartilage yellow and necrotic. It was removed. 
There was little bleeding. At the end of the opera- 
tion no further tumor tissue remained visible. A 
portion of the scar was excised from the edge of 
the flap, which was returned into place and fastened 
with a few silkworm sutures. The cavity was packed 
with gauze which was led out of the left nostril. 

Patient made a smooth recovery from the opera- 
tion until October 8, when there was a moderate 
hemorrhage from the nose. On October 9 and to 
the bleeding recurred. On October 11, an incision 
was made through the old scar and the tumor 
cavity curetted and packed. 
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On October 17 the patient drank one ounce of oil 
of lavender ‘‘ by mistake.”’ The next day he became 
delirious and restless and wandered about the 
ward. <A_ neurological examination showed no 
evidence of meningitis. The spinal fluid was clear 
and contained 40 lymphocytes per cubic centimeter. 

On October 23, 1913, friends of the moribund 
patient caused him to be removed to another 
hospital. 

No autopsy was held. 

Whether the delirium was caused by poisoning 
from the oil of lavender which the patient had 
drunk, or from the iodoform gauze used for packing, 
or from a uremia consequent upon his old nephritis, 
was not made clear. 
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ANGIOMA OF THE PLACENTA 


Wirn PATHOLOGICAL REPORT AND MICROPHOTOGRAPHS BY DR. FRANK B. MALLory, DIRECTOR, 
PATHOLOGICAL LABORATORY, Boston City HospiraL 


By JOHN T. WILLIAMS, M.D., F.A.C.S., Boston 


HE poverty of American literature on 

tumors of the placenta has led the 

writer to report in detail the following 
case and to add a brief review of the foreign 
and such American writings on the subject 
as can be found. The complete bibliography 
which is to be found at the conclusion of this 
article is sufficiently voluminous, but the 
condition seems to have engaged the attention 
of continental European obstetricians mainly. 
American textbooks of obstetrics pay little 
attention to placental tumors with the excep- 
tion of Williams, who gives a short but 
thorough section. DeLee dismisses the subject 
a= of little importance only rarely affecting 
the child or the delivery. While this was true 


of the case to be reported and of a number of 
others, there is nevertheless some ground for 
belief that these growths are not always 
innocuous. 

We have found in all seventy papers on this 
subject, covering 83 cases. Not all of these, 
however, are undoubted instances. Up to 
1906 various forms of neoplasm were reported: 
myxoma fibrosum, fibroma, angioma, sar- 
coma, and hyperplasia of the chorionic villi. 
In that year, however, Pitha, after a careful 
scrutiny of the descriptions given by the 
different writers, came to the conclusion 
that these growths were all identical, con- 
sisting chiefly of blood vessels with a varying 
amount of fibrous tissue, and all should be 
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Placenta showing one large and one small tumor 
mass embedded in its wall. 


Fig. 1. 


designated as chorio-angiomata. This view 
obtained speedy acceptance, but, in 1914, 
Cary, of New York, reported an undoubted 
case of sarcoma of the placenta, in which his 
diagnosis was confirmed, after examination of 
the specimen, by Whitridge Williams. This 
specimen is unique and to date has not been 
duplicated. 

Walz also has reported a unique case—a 
sarcoma of the placenta secondary to sarcoma 
of the thigh. There was also a metastasis in 
the lung. This is the only instance of a 
secondary neoplasm of the placenta on record. 

Applegate, of Philadelphia, has reported 
myxofibromatous degeneration of the placenta 
occurring in four successive pregnancies in 
the same patient. Death of foetus in lero 
and premature delivery took place in each 
pregnancy, and two of the foetus were de- 
formed. It is not clear from his description 
whether his observations were those of tumor 
formation or of diffuse myxofibromatous 
change. 


SURGERY, GYNECOLOGY AND OBSTETRICS 





Fig. 2. Field showing typical structure of tumors. In 
one capillary are two nucleated red blood corpuscles. 


X 500. 


Practically all the tumors recorded were 
discrete, never involving as much as half 
the placenta. They were all more or less 
encapsulated, situated in the substance of the 
placenta, but in contact with the chorion, 
and resembling somewhat the appearance of 
a kidney on gross inspection. 

As regards the effect upon pregnancy and 
labor, and the child, Albert, in 36 cases col- 
lected up to 1898, found that premature labor 
occurred in 13, hydramnios in 4, manual 
removal of the placenta was necessary in 3. 
and postpartum hemorrhage followed in 5 
We have been able to obtain accurate data 
concerning the labor of 25 of the cases 
reported since his paper, which give 
similar figures. Of these 25, labor was 
spontaneous and at term in 16, and of thes¢ 
only 1 child died; but in 9, or 36 per cent, 
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Fig. 3. Monaster in endothelial cell lining a capillary. 
X 1000. 


labor was premature, and of these children 
only 1 survived. Hydramnios was noted 
four times in all, but difficulty in delivery of 
the placenta occurred in only two. 

Mrs. L. J., age 22, primigravida, delivered May 6, 
1920, by low forceps after 12-hour labor because the 
head had been on the perineum one-half hour with- 
out progress. The child was normally developed, 
weighed 7 pounds, 14 ounces. The placenta was 
expressed 30 minutes after delivery of the child 
without the slightest difficulty, by gentle applica 
tion of the method of Credé, and was found to 
present the appearances described below. 


PATHOLOGICAL REPORT BY DR. MALLORY 


Gross examination: Placenta 20 by 16 by 
2 centimeters with normal-looking mem- 
branes, and cord measuring 47 centimeters. 
At one edge of the placenta, adjacent to the 
origin of the cord, there is a compartment in 
the placenta from which a rounded mass 
shells out, retaining an attachment to its 
bed by means of a cord-like structure 17 
centimeters in length and 2.9 millimeters in 
diameter. This mass is in the shape of 
‘lattened sphere measuring 10.5 by 10 by 6 
centimeters. Its surface is divided into five 
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Fig. 4. Diaster in endothelial cell lining a capillary. 
X 100. 


coarse lobules, over the surface of which and 
between which large blood vessels run. The 
mass is soft and elastic. Its surface is covered 
by a smooth, transparent membrane, beneath 
which pale, pinkish gray, tissue is visible. 
There are yellowish, gelatinous, translucent 
areas, and dark red irregular opaque areas. 
The mass cuts with some resistance, showing 
a soft elastic, wet surface, of almost uniform 
gray-pink color. The surface is not friable. 

The cord-like attachment which links this 
mass to its bed is inserted into the mass by a 
single trunk which disappears into a cleft 
between two lobules. It arises from the bed 
of the mass in the placenta from five smaller 
vessel-like structures which fuse into one 
trunk 4 centimeter above the origin. 

The bed in which the mass lay has a base 
of normal-looking placental tissue. Arising 
from this is a curtain-like septum of thin 
membraneous tissue, resembling chorionic 
membrane, which separates the tumor cavity 
from the amniotic cavity. 

At one edge of the tumor cavity, and con- 
nected directly with the placenta, there is a 
rounded mass, 3.5 centimeters in diameter, 
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of tissue resembling in all respects the larger 
mass described above. 

Microscopic examination shows the tumors 
to be composed of thin-walled capillary blood 
vessels embedded in a fairly abundant con- 
nective-tissue stroma. Mitotic figures, in- 
dicating rapid growth, are present in many 
of the endothelial cells lining the vessels. 
Some of the red blood corpuscles in the 
capillaries are nucleated. Diagnosis: multiple 
capillary hemangio-endothelioblastomata. 
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ANALYSIS OF THE RESULTS OF TREATMENT OF FRACTURES OF THE 
FEMORAL DIAPHYSIS IN CHILDREN UNDER TWELVE YEARS OF AGE! 


By KELLOGG SPEED, M.D., F.A.C.S., Cuicaco 


From the Department of Surgery, Rush Medical College, and the Cook County Hospital 


N our children’s surgical ward during 
the last year we have made an at- 
tempt to bring the treatment for frac- 
ture of the femoral shaft up to the latest 
standards. Also a comparison has_ been 
attempted of the different methods of treat- 
ment. Fractures of other parts of the bone 
are not included in our résumé, nor are any 
cases in which treatment is still in progress. 
The records of a few patients have been mis- 
placed so that they cannot be included. No 
open operations on fractures of the femoral 
shaft are considered in this list because an 
effort has been made to avoid operations on 
these young children suffering recent fracture. 
No child after such fracture showed any 
noticeable disability in the limb joints, 
regardless of the method of treatment used. 
When suspension traction was employed we 
took every precaution to avoid foot-drop and 
to encourage active knee and ankle motions. 
It was surprising to note the small amount of 





Fig 1. Battery of fracture beds. Note the simple over- 
ead frame securely attached to the bed, in no way inter- 
‘ering with the floor. All weights are at the head, out of 
the way of passers by. The child can sit up in bed and 
lave much freedom while the leg is in constant suspension 
traction in a Thomas splint. 


* Read before the Chicago Surgical Society, November 5, 1920. 


reaction in the knee-joint of the average child 
patient, even when the fracture was low down 
on the shaft. Children seem far less inclined 
than adults to restriction of joint motion after 
femoral fracture. 

The ultimate function of the knee- and hip- 
joints and the general use of the leg cannot 
be stated in this series because the average 
stay of patients was between 6 and 8 weeks, 
and unaided walking had not yet been possible 
except in a few instances. It was our wish to 
have every patient leaving the hospital after 
this injury furnished with a walking caliper 
so that reductions gained by treatment might 
be maintained and still soft callus might not 
be subjected to the strain of weight bearing 
and muscle action. We hoped that secondary 
displacements and deformities might be thus 
avoided. 





Fig. 2. Roentgenologist making a bedside exposure. 
Plates taken in two planes are required. The portable 
X-ray is the most important factor in controlling the angle 
of the splint, the amount of weight used for traction, and 
the correction necessary for the best results 


(For discussion see p. 562) 
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Fig. 3 (at left). Six-year old boy 5 weeks after sustaining 
a femoral shaft fracture. The right leg was broken; it is now 
slightly longer than the left, as evidenced by the pelvis 
tipping up on the right side. Foot position and leg axes 
good. Right knee a trifle swollen. 

Fig. 4. Same patient 1 week later than the preceding 
picture, now wearing a walking caliper and able to get about 
briskly on crutches without danger of disturbing his still 
immature callus, because his weight on the right leg is 
borne against the ischial tuberosity. 


After fracture of the femoral shaft in 
children under 12 years of age, callus is nor- 
mally fully formed in 3 or 4 weeks. In younger 
children—2 to 4 years of age—it is usually 
formed and quite firm within 2 weeks. In 
our experience no child with rickets has failed 
to develop prompt and abundant callus. 
There have been no cases of non-union follow- 
ing diaphyseal fracture in children with 
rickets. 

Every fractured femur in a child should be 
given immediate treatment; except for the 
treatment of shock or other more important 
injuries than the fracture, little can be gained 
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by delay and much may be lost. A spreading 
hemorrhagic and inflammatory infiltration 
of the muscles and tissues surrounding the 
fracture progresses rapidly. This infiltration 
increases the shortening already caused by 
the trauma resulting in the solution of the 
bony continuity. Every hour of delay 
diminishes the ease and possibility of perfect 
reduction by mechanical traction on a frac- 
ture table. Long continued and sufficiently 
powerful continuous traction may accomplish 
an end-to-end coaptation, but the sooner it is 
applied the greater the hope of satisfactory 
realignment. 

To facilitate realignment the surgeon must 
use traction in such a manner as to bring the 
distal fragment so easily moved and controlled, 
into line with the proximal fragment. There 
is no one set of apparatus nor one angle of 
traction for all diaphyseal fractures. Each 
case is worthy of individual study and an 
application of the treatment peculiarly its 
own. 

Reductions of shaft fractures apparently 
satisfactorily held in traction on a fracture 
table or any extension apparatus will not often 
remain in position after being encased in 
plaster of Paris. Plaster dries and shrinks, 
allowing some looseness within its boundaries 
and it is also quite impossible to put on a body 
cast or hip spica which holds strong extension 
in the longitudinal axis of the leg; conse- 
quently, even with a good reduction the 
deformity existing at the time of fracture 
tends to reproduce itself from muscle pull while 
the limb is inside the cast. A good result 
observed in a fresh cast today may be a poor 
result when studied a week hence. The power- 
ful thigh muscles retain their contractile 
power while the limb is within t..e cast. If 
fragments can be interlocked, the displace- 
ment does not recur so easily so far as end-to- 
end apposition is concerned—but axial bow- 
ing or angularity may take place. When 
thigh fractures have been operated upon and 
fixed by internal splints, these secondary dis- 
placements are not so liable to follow, but 
even Lane plates attached to the femur, im- 
properly supported by additional external 
splints may be bent by muscle action within 
the cast. 
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c——~< 
Case 27. Case 9. Case 34. Case 40. 
Good final. Poor final. Poor Poor final. Note lirst. Poor final, 
No original semifinal. poor length, axis 1cm. short. 
displacement. contact. 





Case 7 Case 42. Case 46. Case 53. Case 47. 
Fair after lair final, after First. Final, fair after Very good final, Fair final. Fair final. 
1 month. 2 months. 1 month. 1 month. 


Type I. Overhead vertical extension from leg to pole or frame, sometimes followed by a hip spica cast. 

































Case 22. Case 36. 


Fair final. Poor after 
2 weeks. 


Poor final. 


Type IT. 
extension such as fracture table was used. 


No matter what line of treatment is used 
up to the time of definitive callus formation, 
the average surgeon likes to install thereafter 
a plaster-of-Paris body cast or a hip spica. 
Few surgeons use a walking caliper to protect 
the soft callus from bending or shortening 
when the patient is freed from the cast and 
begins weight bearing. Most surgeons permit 
weight bearing too soon. Attachment of a 
Thomas splint without traction on the limb 
after callus formation while the patient is 
still in bed will hold reductions and is cheaper 
and less cumbersome than plaster. Metal 
splints can be used over again many times. 
No walking even on crutches should be at- 
tempted until a walking caliper is fitted to the 
patient. This should be worn when the pa- 
tient is weight bearing for from 3 to 6 months 
after he becomes ambulatory. 

The most efficient traction that can be 
devised may fail to give complete reduction 
in some instances. The surgeon must then 
decide to adopt one of two courses: 

He can get the best reduction possible, 
obtain union usually with overriding, shorten- 
ing, and changed axial relation of the frag- 
ments as shown by angulation. Firm bony 


Case 39. 


Reduction under anesthetic (ether) followed by a splint or cast, usually the latter. 
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Case 67. 


Poor after 5 weeks. Operable. 


Poor final. 


Poor after 
1 month. 


No mechanica 


union will usually follow. This union in a 
young child although far from being anatomi- 
cally satisfactory may then be supported in a 
walking caliper and be left to nature. Accord- 
ing to Wolff’s law the bone tends to realign 
itself when once it is firm and is subjected 
to weight bearing and muscle stress so that 
an excellent functional result may be looked 
forward to in most cases. This type of result, 
however, demands surgical supervision for 
at least a year. The patient must not bear 
unmodified weight too soon and the union 
obtained must be guarded to avoid an in- 
creasing shortening or increase in the angular 
deformity already present. 

2. The only other choice is an operative 
procedure. Shalla Lane plate, an intramedul- 
lary bone peg of autogenous or exogenous 
bone, or screws of absorbable material be 
used? We suggest Lane plates for the smallest 
proportion of fractures, usually those result- 
ing from direct compressional violence, which 
are transverse or slightly oblique with over- 
riding of 3 inches or more, and for which 
treatment has been delayed. If these are 
seen after 2 weeks, callus is already forming 
and no amount of external traction will effect 
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Case 21. Case 56. Case 26. Case 44. 

First, poor. Final, poor. Fair final. First, fair. Final, fair, after First. After 3 weeks, good; final 

2 weeks. after 2 months, very good. 
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Case 54. Case 25. 
First. After 4 days in Thomas Final, after 1 month. Fair final. 
splint. Very good. Very good after cast- 
ing. 


Would have been better result if left in extension 


Type IV. Early reduction attempts under anesthesia on a fracture table, application of body plaster-of-Paris cast, 
he limb still under traction. 
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Case 48. Case 30. Case 43. Case 1. 
After reduction Excellent 1 First. After 214 weeks, Fair final. First. Final, excellent, 
on Hawley table month after good, full length. 
and cast, suspension. 
i 
, 
| a," 
Cc 
= 
/ 
Case 33. Case 8. Case 62. Case 64. 
Skin infected, Final after First, poor. Poor final after First, fair. Final, fair. 
taken down. 1 month. tr month. 
Broke callus. Fair. 


Type V. Continuous suspension traction by Thomas splint and overhead frame, bringing distal fragment into ling 
with proximal fragment for 3 to 5 weeks, followed by a plaster hip spica or splint to protect soft callus. 
























Case 49. Case 50. 
Final. First. Fair final, axis poor. 
Excellent. Could have been corrected by X-ray. 
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Case 51. 


First. Final, excellent after 1 month. 


Type VI. Continuous suspension traction in Thomas splint by means of a caliper or nail inserted in the femur. 


a reduction. All callus present must be re- 
moved before the plate is put on over the 
periosteum and the bone ends should be well 
freshened and coapted. The plate should be 
removed within 6 weeks, and a walking caliper 
applied to the limb to hold the reduction 
gained. Autogenous bone intramedullary pegs 
are excellent treatment when the patient has 
reached an age of 7 or 8 years. The operation 
should be performed while the patient lies on 
a fracture table and a carefully padded body 
cast must be applied before the anesthetic 
ceases. A few surgeons have related to me 
instances of rapidly fatal fat embolism which 
have followed these operations. Clinically 
they have been of the pulmonary type and 
are frequently credited to pneumonia. We 
believe that they can be largely avoided by 
a careful preliminary reaming out of the 
medullary cavity either by a reamer or curette 
before a peg is driven snugly in. Ifa relative- 
ly large amount of the medullary fat and 
other tissue is left in place while a bone peg 
is driven for some distance into the cavity we 
can easily understand that the compressed 
and liquefied fat may find its way into the 
irge venous blood spaces and subsequently 





into the general circulation. Death may be 
delayed for a couple of days. 

Intramedullary splints of exogenous bone 
have not resulted so successfully in our hands. 
Bone and ivory screws do not often obtain 
successful reduction. They can be used only 
in spiral and long oblique fractures. The 
thin cortex and soft character of children’s 
bones do not lend themselves to this method 
of fixation. Metal nails, screws, and even 
Parham’s bands have some use in the internal 
fixation of children’s bones. As a rule the 
fewer the operations performed on children’s 
bones for fresh fracture the better the average 
results are in the hands of most surgeons. 
This statement does not apply to osteotomy 
for the correction of late deformities. 

If a proper Balkan frame and suspension 
splint traction are used for femoral shaft 
fractures in children over 4 or 5 years of age, 
their advantages will be appreciated. There 
is: 

1. Constant steady and efficient traction 
in the axis required against contracting 
muscles. 

2. There is no pain if the skin surface does 
not become cut and infected and a traction 
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weight proportionate to the child’s body 
weight is used. 

3. The patient has bed freedom to amuse 
himself, to use the bed pan and to permit 
nursing attention. 

4. A maximum length and good axial 
alignment can be obtained by this method 
if care is given to watching details. 

5. Splints permitting knee movements 
during traction can be used. Most children 
do not need them. They recover quickly 
from any knee stiffness acquired during the 
4 weeks of traction. 

6. The usual result is much better than a 
result obtained by any other non-operative 
method. 

After our present examination into the 
year’s results in shaft fractures we expect to 
continue a routine use of suspension traction 
as illustrated, employing Sinclair’s glue and 
gauze for the traction. A small percentage 
of the fractures will require nail extension. 

When the children are younger than 4 
years, the patient’s total weight as compared 
to his limb’s weight is insufficient to insure 
a satisfactory result by suspension traction 
in a Hodgen or Thomas splint. The patients 
are not tractable and will twist about too 
much. Any operation, even the insertion of 
calipers into the femur, is contra-indicated 
for the 2- and 3-year-olds. We recommend 
the direct overhead extension of both legs at 
the same time for these little people. 

Should the skin on the leg of an older child 
break down and become infected from the 
traction or should the fracture be lowdown the 
shaft and a little extra extension force be 
required to pull the flexed distal fragment 
into line, calipers or nail extension are indi- 
cated. The caliper or nail must not be left 
in over 3'4 weeks and unusual care must be 
taken to guard against infection. We much 
prefer the nail extension. It cannot slip out 
and should never lead to infection. All splints, 
dressings, extensions, ropes, pulleys, and 
weights must be inspected at least twice daily. 

The most important controlling factor we 
reserve for the last. That is the use of the 
portable X-ray tube for control of the position 
gained by traction. The roentgenograms 
should be made within 48 hours after the leg 


has been established in suspension traction. 
When the traction is insufficient, when bowing 
or angularity or incorrect axial relation exists 
the plate shows the error and simple steps 
taken early in the course of healing may bring 
perfect results. Splints may be bent and 
weights adjusted to fit each patient. Don’t 
put off taking the roentgenogram until callus 
has formed which is too strong to prevent the 
corrections necessary for a happy outcome. 
ANALYSIS OF THE RESULTS OF TREATMENT OF 
FRACTURES OF FEMORAL DIAPHYSIS IN CHIL- 
DREN UNDER 12 YEARS OF AGE 
Total number of patients, 67; 21 females, 46 males 


Age Cases Age Cases 
Under 1 year......... I 6 to 7 Yeams............. 6 
OP 2 SI, oink ce eves 13 TOPO Os cove wssae J 
oP | Serre 7 Ste 9 OOM... 2.6.5.2. 5 
oy Yr OW 10 yeRts.......... © 
ADO S FOOT... cscs 7 30 tO if YORtS........ 3 
ES Oe ok x cin an oi 4 | ree = 

Average age, 5 years 

Method of Treatment Results Cases 

I. Overhead vertical extension from Very good 3 
leg to pole or frame, sometimes Good 6 
followed by a hip spica cast ..... Fair 9 

Poor 7 

II. Reduction under anesthetic Very good I 
(ether) followed by a splint or Good I 
cast, usually the latter. No me- Poor 4 
chanical extension such as frac- 
ture table was used. 

III. Old fashioned Buck’s extension Poor 3 
generally followed by cast after 
callus formation. 

IV. Early reduction attempts under Very good I 
anesthesia on a fracture table, Good I 
application of body plaster-of- Fair I 
Paris cast, the limb still under Poor 5 
traction. 

V. Continuous suspension traction Excellent 2 
by Thomas splint and overhead Very good 2 
frame, bringing distal fragment Good 5 
into line with proximal fragment Fair 6 
for 3 to 5 weeks, followed by a Poor 2 
plaster hip spica or splint to pro- 
tect soft callus. 

VI. Continuous suspension traction Excellent 2 
in Thomas splint by means of a Very good I 
caliper or nail inserted in the Fair 2 
eet Pere ere ee Poor I 

Total cases treated. .67 

Excellent—1oo per cent reduction in length and in both axes. 


Very good—t1oo per cent reduction of either length or axes; other facto 
good. 

Good —satisfactory length of axes; nearly so in other factor. 

Fair —satisfactory length of axes; other factor not satisfactory. 

Poor —neither length nor axes satisfactorily reduced; fair to good fun 
tional use promised in many cases. 

Note.—Much improvement could have been expecte: 
in the average result under suspension traction (V) i! 
more attention had been given to watching details. -\ 
frequent change of house surgeons during the last yea: 
has led to some confusion. I am indebted to my presen! 
house surgeons, Drs. Lowry and Davison, for their un 
flagging interest in obtaining results. 
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THE INFLUENCE OF SYPHILIS UPON THE PREGNANT WOMAN 


By GEORGE GELLHORN, M.D., F.A.C.S., St. Louis 


HEN we speak of syphilis in preg- 
WV nancy, we habitually think only 
of the dangers that may threaten 
the unborn child. That the mother, too, 
may come to harm, is almost altogether left 
out of consideration. Such, at least, is the 
impression one gains in reading the text- 
books on obstetrics. Yet, one has but to 
collect scattered reports from literature to 
realize that the combination of syphilis and 
pregnancy may mean a real risk to the child- 
bearing woman, and one will hardly go far 
from the truth in assuming that not all such 
instances have found their way into print. 


SYPHILIS AND PREGNANCY 


The subject is usually disposed of by the 
statement that syphilis in pregnancy ‘runs 
its ordinary course.” That is undoubtedly 
true of a very large percentage of the cases. 
A latent syphilis may even persist throughout 
pregnancy without giving rise to any mani- 
festations until the birth of a syphilitic child 
directs attention to the disease in the mother. 
But I do not recall a single syphilitic gravida 
who would have enjoyed that exuberant 
feeling of good health, that blossoming out 
into an intensified well-being which we so 
often find in normal women during pregnancy. 
On the contrary, the ordinary subjective 
discomforts of the pregnant state appear 
often in an aggravated form in syphilitics. 
In addition, such women frequently complain 
of headache, loss of hair, insomnia, and ob- 
stinate neuralgias in various parts of the 
body; they are anemic, lose weight and have 
more or less persistent fever—all symptoms 
which to the watchful observer or in the 
retrospect are indicative of the disease. One 
of my patients who had passed through a 
symptomless gestation until the death of her 
child 3 days after delivery revealed the 
diagnosis of syphilis, suffered throughout 
pregnancy from intense headache which was 
falsely attributed to a hereditary migraine 
that had troubled her from childhood on. 


She received antiluetic treatment, and her 
two subsequent pregnancies have been sin- 
gularly free from her former distress. Taussig 
reports an instructive case in which per- 
sistent high fever of obscure origin furnished 
the indication for induction of premature 
labor. Only after delivery was the syphilitic 
nature of the hyperpyrexia recognized from 
the instantaneous effect of mercury injec- 
tions. 

This augmentation of subjective symptoms 
runs parallel with an intensification of local 
manifestations. Cutaneous eruptions are, 
perhaps, not more pronounced nor more pro- 
tracted than in the non-pregnant state, but 
lesions of the mucous membranes, particularly 
in the genital sphere, appear decidedly 
stimulated. The physiological succulence of 
the tissues during pregnancy is the obvious 
explanation. Thus, primary lesions are larger 
and more persistent than ordinarily seen in 
women. The ephemeral nature of chancres 
in women as contrasted with those in men, 
is well known. In pregnancy, however, the 
conditions are changed. Of eleven chancres 
of the vulva, studied by Certanesco, only 
one lasted less than a month, the average 
duration was 2 months and 21 days, and in 
one case, the lesion persisted as long as 8 
months. Condylomata lata increase in size 
and number; and the swelling of the glands 
makes rapid progress and not infrequently 
terminates insuppuration. “ Eroded papules, ’” 
says Fournier, “develop with a singular ex- 
uberance, take on quickly granulating appear- 
ance, hypertrophy, and often constitute 
veritable tumors which invade and deform 
the entire vulva. Further, they are always 
more rebellious to treatment, being reab- 
sorbed slowly and with difficulty. The ulcer- 
ating syphilides are very frequent in pregnant 
women, are livid, purple, and excavated, 
which condition is increased by the general 
tumidity of the parts. They persist longer 
and have a tendency to become phagadenic.’’ 
The destructiveness of these lesions in preg- 
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nancy is well illustrated in Marschner’s case 
(see collection of case reports). 

Winckel found manifestations upon the 
external genitals in 99 out of 252 syphilitic 
gravide, which indicates a much greater 
frequency than in non-pregnant women. 
The reappearance of luetic lesions in preg- 
nancy after a more or less prolonged stage 
of latency has been noted by several authors 
(Winckel, Doléris. Rille, Augagneur, Zweifel). 

There is yet the well-established influence 
of syphilis on the general constitution to be 
considered. One has but to glance through 
any textbook on internal medicine to be im- 
pressed with the multitudinous harm that 
syphilis may inflict upon the various organs 
of the body. Heart, lungs, and liver, the 
gastro-intestinal tract and the cerebrospinal 
system—in short every part of the organism 
may either become the seat of a_ specific 
disease or be weakened in its physiological 
functions. 

On the other hand, it is equally well known 
that pregnancy makes very high demands 
even on a healthy organism—demands with 
which the marvelous elasticity of the human 
body is not always able to cope successfully. 
The difficulty of overcoming the various 
toxemias of pregnancy is still more marked 
in those cases in which vital organs are weak- 
ened or diseased prior to conception. These 
are the cases in which, in pregnancy, the 
tuberculosis of the lungs makes rapid pro- 
gress, where the circulatory apparatus is un- 
able to do its work, the kidneys fail to func- 
tion properly, the nervous system succumbs, 
or disturbances of endocrine glands, such 
as exophthalmic goiter or tetany, are exagger- 
ated beyond control. 

If we now bring into relationship the con- 
siderations touched upon in the two preceding 
paragraphs, it does not seem too far fetched, 
to think that the combination of syphilis and 
pregnancy may, after all, not be a negligible 
quantity as far as the woman herself is con- 
cerned, that, because of their syphilis, such 
patients may be exposed to dangers to which 
heretofore no thought had been given. It 
certainly seems strange that this cause and 
this course of pathological physiology in 
pregnancy have thus far escaped attention 


GYNECOLOGY 


AND OBSTETRICS 


altogether, and it should, in my opinion, be a 
very ‘thankful task for an obstetrical and a 
medical clinic working conjointly to throw 
light upon this obscure subject. Then, per- 
haps, shall we learn why certain cases of 
diabetes, of nephritis, of cardiac disease in 
pregnancy do not respond to appropriate 
treatment. 

It has, indeed, been claimed that, in some 
cases, eclampsia may be due to syphilis; and 
we should seriously consider the assertion by 
Magalhaes that in toxemias of pregnancy 
anti-luetic treatment, if instituted early, 
gave excellent results. 

As a general proposition, according to 
Petit, the morbidity of pregnancy is reduced 
the sooner and the more systematically 
specific treatment is instituted. 


SYPHILIS AND LABOR 


The labors of syphilitic women may be 
perfectly normal and differ in no wise from 
those of healthy women. Yet, exceptions are 
rather too frequent to deserve only a passing 
mention. Bettmann is mistaken when he 
states that any such complications have been 
noted by syphilologists rather than obstetri- 
cians. 

Abnormal presentations are comparatively 
common because the foetus is either pre- 
mature or macerated. But even when the 
pregnancy has gone to full term and _ the 
position of the child is normal, weak con- 
tractions have been recorded by numerous 
authors. This insufficiency of the uterine 
muscle will be found recorded in several of the 
cases collected below. Magalhaes states that 
two of his patients who had primary inertia 
in previous deliveries, had normally strong 
contractions in subsequent labors after having 
received specific treatment. 

Still more unfavorable is an 
abnormal resistance of the cervical tissues. 
In the non-pregnant state, chancres_ or 
secondary ulcerations usually lack the typical! 
induration. This seems to be essentially 
different in pregnancy. Tissue changes are 
much more pronounced: cedema and indura- 
tion are marked, and endarteritis and _peri- 
arteritis are intensified. There is an increased 
proliferation of connective tissue and 
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sclerosis in the surroundings of the vessels. A 
number of the authors liken the consistency 
of the cervix to that of wood, and in LeBigot’s 
case one of the examiners, on palpating the cer- 
vix, thought at first that he was touching a 
pessary. Even after the healing of the local 
lesion, the alteration of the structure is such 
that the sclerosed cervix cannot readily be 
effaced, nor the external os be dilated. No 
wonder, then, that Blandin, in his case, 
anticipated dystocia or that Rille, Hiridoyen, 
Magalhaes, and others actually observed 
interference with labor from such a rigidity 
of the cervix. 

Occasionally, the hardened cervix will 
vield, though very slowly. Usually there is 
premature rupture of the membranes which 
still further delays dilatation. In Martin’s 
observation, a young primipara with a normal 
pelvis was in labor almost 32 hours before 
the constriction at the external os gave way 
to the regular and violent contractions of the 
uterus. A living child was born spontaneously, 
but the cervix showed a deep tear. Doléris 
records the case of a woman of 24 whose first 
delivery was perfectly normal; the second 
labor, though premature, lasted 20.5 hours 
due to the rigidity of the cervix resulting from 
a chancre. Here, too, the cervix was torn 
deeply. Magalhaes has seen a case of com- 
plete spontaneous amputation of the cervix 
in labor because the rigid tissues could not 
be stretched. 

Operative intervention becomes necessary 
in these protracted cases when the mother 
is exhausted or the foetal heart beats are 
leeble. Thus, Putegnat had toapply forceps in 
lour cases (No. 17, 18, 19, 20), three of which 
were premature, and all four children died 
cither in labor or soon afterward. Rémy 
waited several days before he used forceps; 
the child lived but the mother died from 
puerperal infection. 

The majority of authors seems to have 
resorted to cervical incisions to terminate 
labor. Under the peculiar circumstances, 
such incisions were not at all easy to make. 
LeBigot tells of Chiara whose scissors would 
not cut through the fibrosed tissues. Other 
authors had to use bistouries. As many as 
cight incisions had to be made in several 





Fig. 1. Photograph showing enormous tumor in author’s 
second case. 


instances. In some, the incisions had to be 
deepened or additional ones made _ before 
the foetus could be delivered. Putegnat 
(No. 16) turned and extracted the child; 
the mother died during the operation. Most 
of the other authors applied forceps after 
the incisions. In Fasola’s case, the first 
delivery was normal. The second child 
weighed only 1500 grammes, but after 48 
hours of labor a cervical incision and forceps 
were needed to deliver it. The cases of Blanc, 
Chiarleone, LeBigot, and Welponer had a 
normal puerperium. Férouelle’s patient died 
from sepsis, while in Mesnard’s case, the 
woman had an infection but recovered eventu- 
ally. Oui performed a vaginal caesarean 
section and lost his patient 3 days after the 
operation. Champétier de Ribes and Magal- 
haes did abdominal cesarean sections with 
success. 

An obstacle to delivery may be present at 
the vaginal outlet if the vulva is the seat 
of a syphilitic granuloma, a voluminous 
tumor exhibiting, together with the irregular 
projections, deep fissures, and necrotic ulcera- 
tions, that curious elastic resistance which 
renders it so unique among genital tumors. 
I have observed two such cases in labor which, 
however, terminated quite differently from 
one another. 


The first case is that of a colored primipara, age 
30 (Petona H. No. 313-1920), in whom the vulvar 
granuloma had the size of more than a man’s fist. 
The vaginal entrance was narrowed and -rigid, yet 
after 5 weeks of potassium iodide and mercury by 
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mouth, the indurated tissues became considerably 
softened for, on June 9, 1920, she gave spontaneous 
and easy birth to a living child of 8 pounds, prac- 
tically without laceration. 

Such a favorable outcome was, unfortunately, 
absent in the second case. Rose J., colored, age 38, 
(No. 1383-1919) had been admitted to the City 
Hospital and other institutions in this city a number 
of times in the last 5 years on account of an enor- 
mous syphilitic granuloma of the vulva which 
resisted every form of treatment. Wassermann 
test remained positive in spite of numerous injec- 
tions of salvarsan and mercury and massive doses 
of potassium iodide, and the tumor grew steadily 
in size and extent. I saw her first early in May, ro19, 
when she was in the eighth morth of her first preg- 
nancy. She then had a saddle ncse and a perforated 
palate in addition to numerous old syphilitic scars 
over her body. The accompanying photograph 
gives but an inadequate impression of the enormous 
tumor mass which occupied the vulva and perineum 
and extended far back into the gluteal fold involving 
the rectum and impairing the sphincteric action. 
A copious dirty brownish secretion with an intoler- 
ably foul odor filled the deep crevices of the furrowed 
protuberances and fistulous tracts of the indurated 
ulcerations and made any attempt at cleanliness 
illusory. The vaginal entrance was constricted to 
such an extent that one finger only could be inserted 
with difficulty. 

The impossibility of delivery through the natural 
passages was so obvious that casarean section at 
term was decided upon. In the meantime, large 
doses of potassium iodide and daily mercury in- 
unctions were prescribed. She left the hospital 
early in June, but came back in a few days as weak 
contractions of premature labor had set in. Czsar- 
ean section was performed by a member of the house 
staff. The operation was done swiftly and correctly, 
but the child was dead, and the mother, to died 
within 3 days with symptoms of sepsis. 

Where only condylomata lata occupy the 
vaginal outlet, friability of the perineum may 
be pronounced. Such lacerations occurred in 
three of DeLee’s cases ‘‘the head bursting 
through the vagina, tearing it in all direc- 
tions like wet paper.”’ The same happened 
in one of Hiridoyen’s cases. On the other 
hand, Winckel emphasizes that in his 3 cases 
of broad condylomata on the vulva, only 
small lacerations occurred. 

Perineal tears occasioned by the presence 
of luetic lesions, should not be repaired. 
I quite agree with Wells that it is useless 
to suture the wounds; it is preferable to let 
them heal by granulation and to attend to 
them only after a successful antisyphilitic 
treatment. 


GYNECOLOGY 


AND OBSTETRICS 

A unique birth injury occurred in the case 
reported by Dorsett. An old syphilitic stric- 
ture of the rectum had resulted in the dilatation 
and weakening of the bowel above, and the 
pressure of the downcoming head caused a tear 
in the rectal wall with consecutive fatal 
peritonitis. 

Of other rare complications, Martin, Mag- 
alhaes, Zweifel, and Weber have reported 
cases of spontaneous rupture of the uterus. 
Hydramnios was present in one of Hiridoyen’s 
cases, as well as in the first of my cases, 
recorded above. Bovée and Bitschin call 
attention to syphilis as one of the causes of 
premature detachment of the placenta. 
Jaschke cites several cases of rupture of the 
heart as a result of syphilitic sclerosis of the 
coronary arteries or of gumma in the heart 
muscle. The sudden and sharp rise of blood 
pressure in labor is, in such cases, responsible 
for the catastrophe. I wonder whether some 
of the “unclassified” cases of sudden death 
in childbirth do not fall in this category. 
Aneurism may occur in the uterine artery, as 
in other vessels, as a result of syphilis. Ac- 
cording to Jaschke, Dauter, Hewitt, Kuestner 
and Vogelsanger have reported cases of 
rupture of such aneurysms in labor with severe 
and even fatal hemorrhages. Magalhaes, 
whose excellent paper has repeatedly been 
cited in the foregoing, speaks of the compli- 
cations that may arise from a_ syphilitic 
hydrocephalus, and he expresses his _beliet 
that certain cases of death in labor are due 
to the effect of syphilis upon the adrenal 
system which becomes exhausted. 

Briefly summarized, the potential danger 
from syphilis in labor is definitely established. 
A number of cases have been quoted where 
previous deliveries had been normal but 
where an intercurrent syphilitic infection 
caused serious complications. On the other 
hand, Magalhaes points to his observations 
that syphilitic women who previously had 
difficult or prolonged labors, experienced 
normal confinements after having received 
specific treatment. 


SYPHILIS AND THE PUERPERIUM 


Winckel claims that there is no particular 
morbidity and no mortality from syphili- 
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in the puerperium, though he adds that sub- 
involution, persistence of bloody lochia, and 
delayed recovery of the patients, are fre- 
quently observed. Only one of his patients 
had a postpartum hemorrhage. Hiridoyen, 
too, believes that syphilis exerts but little 
influence upon the puerperium though he 
himself had, among 34 cases, two of adherent 
placenta with serious hemorrhage. 

These conservative views which are shared 
by DeLee and others are undoubtedly correct 
in the majority of instances, yet, the devia- 
tions from the general rule call for caution. 
Postpartum hemorrhages have already been 
mentioned. Tripaut’s report must be adduced 
in this connection. 

But the greatest danger lurks in infection. 
Jaeger very justly calls attention to the fact 
that, after the birth of macerated foetus, 
membranes are frequently retained. Such 
patients are apt to have fever and feetid 
lochia. Even if there are no local lesions 
about the internal or external genitals, the 
chances of an infection are increased, per- 
haps because the resistance of the organism 
of a syphilitic is Jowered. Hence, internal 
examination in labor should be restricted to a 
minimum and great care should be exercised 
in the puerperium. 

In most of the cases collected below puer- 
peral infection occurred which could not al- 
ways be combated with success. Létulle 
demonstrated the post mortem findings in the 
uterus of a syphilitic, and the celebrated 
case of Hoffmann proved that chronic and 
fatal sepsis may be due solely to syphilitic 
changes of that organ. 

In the general run of cases the final out- 
ome is probably not so serious. The con- 
~cnsus of opinion is that syphilitic parturients, 
with or without local lesions, are apt to have 
subinvolution because the affected uterine 
muscle cannot contract sufficiently and _pro- 
tect itself against germs. And as subinvolu- 
tion is a recognized source of various and 
sundry gynecological ailments, we encounter 
here syphilis as a prolific etiological factor 
| gynecological pathology. The usual treat- 
ment of subinvolution fails in this class of 
cases, but Magelhaes has seen quick involution 
by mercury and neosalvarsan in 18 out of 


20 cases, and has thereby established specific 
therapy as an excellent prophylactic measure 
in gynecology. 

SUMMARY AND CONCLUSIONS 

Discussions on syphilis in pregnancy have, 
in the past, been limited almost altogether 
to the harm that may befall the unborn child; 
and most of the textbooks on obstetrics con- 
vey the impression that the mother has 
nothing to fear from the disease. While this 
is true of a very large percentage of the cases, 
the writer has attempted to show from per- 
sona] observations anda review of the available 
literature that syphilis is capable of producing 
real complications—whether in pregnancy, 
by impairing the general health of the patient, 
or in labor by obstructing the birth passages 
or causing other more or less serious damage, 
or else in the puerperium by adding to the 
morbidity and mortality of that state. And 
who is there to tell just when any of these 
complications may arise in a given case, 
or to what extent they may endanger the 
patient’s life? The very uncommon personal 
observation recorded by the writer above, 
sounds an additional note of warning. 

The practical conclusion is very obvious. 
Knowing that both mother and child are en- 
dangered, we must ever bear in mind the 
possibility of syphilis, particularly when 
we have to deal with obscure recalcitrant 
disturbances in pregnancy, and once our 
diagnosis is made, we must give energetic 
and systematic treatment to such women 
throughout the period of pregnancy. 


COLLECTION OF CASES REPORTED 

Case 1. Reported by Blanc, Lyon méd., 1891; Arch 
de tocol. et de gynéc., Par., 1891; abstracted Zentralbl. i 
Gynaek., 1891, xv, 981. The first labors of this patient 
had been very easy and rapid. In her third labor, a syphil- 
itic induration due to a hard chancre on the anterior lip 
became an obstacle to delivery and required multiple 
incisions after 17.5 hours of strong and regular contrac- 
tions. Forceps. The cachectic child died after a few days. 

CasE 2. Reported by Blandin, Obstétrique, 1902, 
vii, 43. In a woman pregnant 8 months and presenting 
numerous syphilitic manifestations, an extensive, indurat- 
ed ulceration of the cervix was discovered. Its base was 
irregular, its contour fairly well marked. Blandin antici- 
pated dystocia from the rigidity of the cervix. 

CAsE 3. Reported by Champétier de Ribes, cited from 
Férouelle, Thése de doct., Par., 1902. Primipara age of 
27; secondaries in the eighth month of pregnancy. Upon 
the vaginal portion, about halfway between the external os 
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and the vaginal fornix, there is an indurated tumor of the 
shape of a crescent, in the concavity of which there is an 
ulceration with a yellowish base and a sharply defined 
red contour. The induration of the base resembles that of 
cartilage. Patient went into labor at full term, but dilata- 
tion did not occur in spite of 4 days of strong contractions; 
on the contrary, the rigidity of the external os seemed to 
increase and the induration, which had occupied only the 
anterior circumference of the cervix, appeared more ex- 
tensive. In view of the unfavorable results of cervical 
incisions in the presence of syphilitic lesions, abdominal 
caesarean section was performed and a living child extract- 
ed. Afebrile convalescence. 

CAsE 4. Reported by Chiarleone, Ann. univers. di med., 
Milan, 1873, quoted by Le Bigot. Primipara, age 22; 
7% months pregnant; infection about 2 months previously 
for which she had received specific treatment for about 2 
months. Labornearterm. Diagnosisof twins. C&dema 
and induration of vulva and cervix were present. Contrac- 
tions were weak and premature rupture of membranes 
occurred. Multiple incisions were made after about 36 
hours; finally forceps were used on first child; second child 


born spontaneously. Deep perineal lacerations. Normal 
puerperium. 
CAsE 5. Reported by Doléris, Arch. de tocol. et de 


gynéc., Par., 1885. Woman age 24, with a normal pelvis, 
whose labor, 4 years previously, had resulted in the spon- 
taneous birth of a living child. In the eighth month of her 
second pregnancy there were marked secondaries over 
all of the body; condylomata lata and ulceration of vulva. 
The cervix was large and hard and about 3 centimeters long. 
The anterior lip which was even harder than the rest, was 
the seat of an ulcerated tumor the size of a hazelnut, 
“beyond doubt, a chancre.”’ The vagina was filled with a 
mucopurulent, offensive discharge. Well developed hy- 
dramnios was present. Local and general antisyphilitic 
treatment caused prompt disappearance of all specific 
manifestations; the tumefaction of the cervix, too, re- 
trogressed, but the rigidity remained. Six days after the 
treatment had been instituted, premature labor pains set 
in, but in spite of strong and regular contractions, the 
cervix yielded but very slowly, and complete dilatation 
occurred only after 20.5 hours. There was spontaneous 
birth of a living child which, 8 days later, presented signs 
of lues. There were deep bilateral tears of cervix. Puer- 
perium was normal. Under continued treatment, all 
lesions disappeared. 

CAsE 6. Reported by Dorsett, Surg., Gynec. & Obst., 
1920, xxx, 283. A multipara, age 37, had been delivered 
by forceps 30 hours prior to admission to hospital. Death 
resulted from peritonitis. At autopsy, a rupture of the 
rectum at the rectosigmoidal junction and above an old 
syphilitic stricture of the rectum was found. 

CAsE 7. Reported by Fasola, Ann. di ostet., 1886; 
quoted from Le Bigot. II-para, age 20; first confinement 
normal; now pregnant 7 months. Patient showed marked 
secondaries. Membranes ruptured 2 days previously. 
The cervix was dilated 3 centimeters, but was hard, thick, 
and tight around head. No progress was made after 46 
liours in spite of frequent and strong contractions. One 
deep cervical incision was made. Forceps were used and a 
living child,- weighing only 1500 grammes. delivered. 
Puerperium was normal. 

Case 8. Reported by Férouelle, Thése de doct., Par., 
1902. IlI-gravida, age 22, very poorly nourished, with 
copious bloody and purulent vaginal discharge. There 
were three indurated ulcerations (‘“‘chancres’’) at the 
vulva. Cervix was large and hard; the cervical lips gave 
to the examining finger the sensation of cartilage. Specu- 
lum examination revealed an extensive ulceration of the 
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vaginal portion which extended into the cervical canal. 
After 32 hours of labor, dilatation was still incomplete due 
to the unyielding rigidity of the os. Cervical incisions 
were made. With forceps a living, slightly asphyctic 
child was extracted. Death of the mother from puerperal 
sepsis occurred 11 days after confinement. 

CasE g. Reported by Hoffmann, Ztschr. f. Geburtsh. 
u. Gynaek., torr, Ix, 482. Patient admitted to hospital 
with chronic sepsis subsequeut to the delivery of living 
twins 2 months ago. 

High fever. Wassermann positive. Below urethral 
opening there was an ulcer with fatty, glistening surface, a 
smaller round ulcer at fourchette. On anterior cervical 
lip was a tumor, the size of an apple, necrotic, with ulcerated 
surface, also waxy in appearance. On the right side was an 
island of intact mucosa within the ulcerated area. Uterus 
was irregular, greatly enlarged, movable, not tender. 
Right appendages were enlarged and adherent; left adnexa 
and parametrium seemed normal. Microscopic examina- 
tion of excised piece of cervical tumor showed a syphilitic 
gumma. Patient died 4 weeks later as the result of the 
chronic sepsis. At autopsy a thick layer of* gummatous 
tissue was found, several centimeters in thickness, reaching 
from the vaginal portion to fundus and involving th 
entire endometrium and penetrating deeply into the 
myometrium. Right tube and ovary were transformed 
into a gummatous mass. All the retroperitoneal glands, 
especially around right ureter, were changed into gummata 
Several gummata were present in liver, one in lungs. 

CASE to. Reported by Le Bigot, Thése de doct., Par., 
1899. Woman, age 30, had a normal delivery of a living 
child 2 years previously. Syphilitic infection developed 
at beginning of second pregnancy. Early secondarie- 
were present on skin and vulva. Cervix was long, closed 
and of the consistency of wood. An examining physician 
thought at first that he was feeling a pessary. Speculum 
examination showed cervix reddened, cedematous; on 
posterior lip an ulceration with grayish base, coated with 
pseudo-membranes. Specific treatment was instituted 
Labor set in 6 days later. Cervix was no longer ‘‘ligneous. ’ 
but was still hard. Only very little dilatation was present 
after 12 hours of regular contractions; then secordar\ 
inertia. No progress was made after another 7 hours 
Hot douches were given, four incisions were made and 
still there was very little progress. A very hot intra-uterine 
douche revived the contractions only for a short tim: 
Occasionally there was complete cessation of contraction- 
rhe incisions were deepened. Finally, after a total of 54 
hours, there was complete dilatation and a living chi 
weighing 2,170 grammes was born spontaneously. Puct 
perium was normal. Treatment continued. 

Case 11. Reported by Létulle, Bull. de Soc. anat 
Par., 1906, Ixxxi, 724. Demonstration of a uterus from 
syphilitic woman who had died 28 days after childbirt 
The veins in the subserosa showed the manifestations o! 
proliferating endophlebitis 

Case 12. Reported by Marschner, Tr. Gynec. So 
Dresden, 1900; Zentralbl. i. Gynaek., 1900, xxiv, 
IfI-gravida; two confinements, four abortions; no sig! 
of syphilis in present pregnancy. Potassium iodid« 
given prophylactically in third month, yet extensive luct 
ulcerations on perineum and labia appeared a few wee! 
later. In spite of mercury by mouth, there was rap 
destruction of labia, vagina, and perineum. Local appli 
tions of mercury and very large doses of potassium iodi« 
brought about a temporary cure. Dead child was bot 
prematurely. The destructive process returned 6 mon! 
after labor. 

Case 13. Reported by Martin, Normandie mé« 
Rouen, 1896. Primipara, age 20, at term, with living cl 
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in vertex presentation; pelvic measurements normal. 
Old initial sclerosis was present on major lip, and hard 
cedema of lower circumference of vulva; roseola on trunk 
and legs; swollen inguinal glands. The membranes had 
ruptured prematurely, prior to entrance in hospital. 
Internal examination showed the cervix effaced. The 
external os represented a thick, hard ring, barely admitting 
two fingers. This condition persisted for almost 32 hours 
despite regular and violent contractions. Finally, there 
was spontaneous birth of a living child with a deep tear 
of the cervix anda second degree laceration of the perineum. 
Diagnosis: syphilitic (secondary) rigidity of cervix. 

CasE 14. Reported by Mesnard, Arch. de tocol. et de 
eynéc., Par., 1891; abstracted, Zentralbl. f. Gynaek., 1891, 
xv, 842. First pregnancy, 1. 5 years previously, terminated 
in a miscarriage of 2 months. Secondaries were marked. 
Present (second) pregnancy at full term. Under strong 
contractions, the cervix was effaced but the os did not 
dilate. The edge of the os was lined with numerous hard 
nodules. After 27 hours of labor, membranes ruptured, 
but dilatation did not occur. As the child’s life seemed in 
danger, 8 incisions were made into the cervix and forceps 
were applied. Patient had a puerperal infection, but re- 
covered eventually. 

Case 15. Reported by Oui, Semaine gynéc., Par., 1913, 
xviii, 325. Primipara, age 22; delivered prematurely by 
means of vaginal cesarean section on account of rigidity 
of cervix. Patient was in secondary stage of syphilis and 
died 3 days after operation; the child died 44 hours after 
birth. Autopsy showed the cause of death to be renal and 
hepatic insufficiency. Section through cervix showed 
chronic sclerotic inflammation, in places hyaline degenera- 


tion. A small fibrous node on cervix. 
CaseE 16. Reported by Putegnat, Bruxelles, 1871; 


quoted by Le Bigot. Woman, age 27, in the seventh 
month of her first pregnancy, had been in labor for the 
past 11 days. Os size of a two frane piece; edge hard and 
irom 1 to 2 centimeters in thickness, ulcerated, bleeding. 
Iwo cervical incisions were made. Dead child delivered 
by version and extraction. Patient died during the opera- 
tion. 

Case 17. Reported by Putegnat, Bruxelles, 1871; 
quoted by Le Bigot. Woman age 29, pregnant 8 months; 
chancre on anterior lip; numerous condylomata lata on 
vulva and perineum. Forceps were applied after 16 hours, 
because of exhaustion of patient. Child died 3 days later. 

Case 18. Reported by Putegnat, Bruxelles, 1871; 
quoted by Le Bigot. Woman in eighth month of pregnancy. 
l'ecble and infrequent contractions were present. Ulcerated 

hancre was found on right side of vaginal portion. For- 
eps were used. Child died on fourth day. 

C\se 19. Reported by Putegnat, Bruxelles, 1871; 

oted by Le Bigot. Primipara of 10, with indurated 

philitic ulceration on posterior lip and on right side. 
Forceps were applied after about 25 hours. Child stillborn. 

Case 20. Reported by Putegnat, Bruxelles, 1871; 

oted ‘by Le Bigot. Primipara of 24, 8.5 months 
pregnant; large chancre on posterior lip. Forceps. Child 
died 2 days later. 

(Ask 21. Reported by Rémy, Rev. méd. de lest, 1896. 
Primipara, age 26; initial sclerosis on major lip; condylo- 
nata lata on vulva. Premature rupture of membranes 
curred, and 2 days later, in spite of regular and strong 

ntractions, the cervix was still 0.5 centimeter long and of 

artilaginous consistency. After another 47 hours, the 
ix was effaced, but the os admitted only two fingers 

d was very hard and thick. During the following 36 

irs. contractions ceased from time to time and even 

sh incisions were made several times, the os dilated 
slowly. Finally high forceps were applied and a 
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living child was easily extracted. The mother died from 
puerperal infection. 

CASE 22. Reported by F. J. Taussig, Surg., Gynec. & 
Obst., 1916, xxiii, 274. A woman, age 23, had received 
antiluetic treatment about the middle of her pregnancy. 
When seen by Taussig, she had developed a fever which 
ran as high as 103.5° and persisted for 2 weeks. Typhoid, 
tuberculosis, pyelitis, sepsis, and appendicitis could be 
excluded. Premature labor was induced but the fever 
rose still higher after delivery. Then the possibility of 
syphilis was considered and two mercurial injections were 
given after which the fever ceased at once and did not 
return. 

CASE 23. Reported by Tripaut. Semaine méd., 1895, 
May 11; quoted from Barthélemy, La Syphilis. Post- 
partum hemorrhage was treated unsuccessfully by rest in 
bed, hot douches, three curettages, and uterine drainage. 
Hemorrhages continued. Tripaut considered the neces- 
sity of vaginal hysterectomy when he learned that patient 
had had a syphilitic infection 9 years previously. Al- 
though there were at present no evidences of such an in- 
fection, antiluetic treatment was instituted. After 10 days 
patient was much improved. Hemorrhages ceased after 
6 weeks. 

CasE 24. Reported by Welponer, Zentralbl. f. Gynaek., 
1881. If l-para, age 24, had been in labor 48 hours. Specific 
tumors were present on the cervix and posterior vaginal 
wall. Five incisions were made to apply forceps; others to 
extract the living child. There were deep cervical tears. 
Lochia remained bloody for a long time. 


Since the foregoing article was written 
several publications have appeared which 
have a direct bearing on our subject. 


Cron, Am. J. Obst. & Gynec., 1920, i, 278, reports the 
case of a primipara with diabetes mellitus due to syphilitic 
pancreatitis. An appropriate diet and repeated salvarsan 
injections held the glycosuria in check but could not pre- 
vent the foetus from being ex -elled prematurely. During the 
puerperium, the diabetes could be controlled temporarily 
by a lowering of the carbohydrate intake and antiluetic 
treatment, but returned eventually when a peritonitis 
supervened which was due to a ruptured tubo-ovarian 
abscess of gonorrhoeal origin. This peritonitis caused the 
death of the patient. 

Weibel, Zentralbl. f. Gynack., 1920, xliv, 1103, mentions 
the case of a VIl-gravida with a syphilitic aortitis who 
suddenly died in the latter part of pregnancy without any 
premonitory symptoms. 

Bartholomew, Am. J. Syphil., 1920, iv, 725, records a 
case of syphilitic ulceration of the vaginal vault and cervix 
complicating pregnancy at the eighth month, but cured 
by antiluetic treatment and followed by normal labor at 
full term. 

Grassmann, finally, Deutsche med. Wchnschr., 1920, 
xlvi, No. 26, describes a cervicovaginal fistula which had 
developed in a primipara of 22 years in the course of an 
abortion. The uterus was found in pronounced ante- 
flexion and the cervix and external os exhibited an ab- 
normal rigidity due to syphilis. In connection with this 
observation, the paper by Neugebauer, Zentralbl. f. 
Gynaek., 1902, xxvi, 820, must be cited. His cases as well 
as those of Nordmann and Piering make it appear plausible 
that a syphilitic ulceration upon the posterier wall of the 
cervix may so weaken the latter that the foetus may be 
forced through a cervical fistula if the pathological rigidity 
of the rest of the cervix opposes too great a resistance to 
natural birth. 
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RECURRENT GASTRIC PERFORATIONS 


By CHARLES K. P. HENRY, 
ECURRENT gastric perforations are 
by no means unusual, and every sur- 
geon can record several cases where 
two or three such have occurred in a single 
case. <A perusal of the literature has so far 
resulted in my failing to find a case where five 
perforations have occurred in a single case, 
with five operations and recovery. 
The case reported shows the importance 
of the silk or linen suture in possibly causing 
recurrent perforations. 


Mr. Charles H., white, age 36, a window-dresser, 
was admitted to the Montreal General Hospital, 
we. §. 


case number S-227, service of M. Elder, 





1. Diamond-shaped area excised with extended vertical 
incisions above and below. 2, Opening closed along trans- 
verse diagonal; 3, fifth perforation; 4, one of four pre- 
vious ulcers; 5, position of proximal section of bowel, 
forming site of acute angle after former operation; 6, 
bowel sutured transversely to stomach for a short distance 
to prevent recurrence of acute angle. 


M.D., C.M., F 


".A.C.S., MONTREAL 


February 19, 1913, with signs and symptoms of 
acute gastric perforation. Prompt operation re 
vealed a large recent perforation on the anteriot 
surface of the stomach, 2 inches from the pylorus. 
The ulcer edges were closed, and a silk suture was 
used to cover in the ulcer. An anterior gastro 
enterostomy was performed; the stoma was placed 
below and distal to the perforation. He gave the 


usual previous history of gastric trouble. He left 
hospital in good condition. 
Six months later, August 1, 1913, he was re 


admitted to the same service, case number S-1237, 
with a second perforation. The perforation was 's 
of an inch in diameter and was in the anterior sur 
face of the jejunum opposite the gastro-enterostoms 


opening. There was a silk suture found in the per 
forated ulcer. The ulcer was interned with two 
linen sutures. Acute dilatation of the stomach 


occurred on the second day, relieved by posture 
gastric lavage, etc. He left hospital free of symp 
toms. 

On October 2, 1915, 2 years and 2 months later 
he was readmitted to the same hospital, case num 
ber S-2216, service of Dr. A. T. Bazin, with his 
third perforation which was distal to the scar of the 
second perforation in the jejunum. The opening 
was readily closed and a peritoneal] silk suture was 
used. 

The fourth perforation occurred in Toronto i! 
August, 1917, when he was successfully operated 01 
by Dr. Kenneth Campbell. 

He was admitted to the Montreal General ti 
pital December 11, 1917, case number 7300, with his 
fifth perforation. This was preceded for 1 mont! 
by gastric symptoms. Immediate operation, b 
Dr. C. K. P. Henry, revealed a large perforation i! 
the center of a large calloused ulcer, 15 millimeter 
in diameter, situated at the anterior and mid aspect 
of the gastro-enterostomy line of union. The ulc 
was excised and the incision was carried up int 
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the stomach and down into the bowel. The opening 
was then sutured in the reverse way, with three lay- 
ers of suture, one of chromic catgut and two of 
linen thread. This produced a larger opening with 
removal of old scar tissue. The proximal loop of the 
jejunum was fixed by suture to the stomach wall 
to lessen kinking at the anastomotic opening. The 
excised ulcer was reported pathologically to be 
“chronic ulcer, no malignancy.” (S-17-734) Two 
days later he had acute dilatation of the stomach, 
promptly relieved by lavage, posture, and pituitrin. 
He insisted on leaving the hospital on the eighth 
day after operation and made a quick recovery. 
January 24, 1918, a bismuth series gave the fol- 
lowing findings: ‘‘Meal enters stomach in normal 
manner. Stomach transversely placed, freely mov- 
able, and meal is seen to leave by one opening only, 
viz., at or near the pylorus. In leaving the stomach 
it collects in a smal] freely movable sac which is 
emptied with difficulty. From here it proceeds 
obliquely downward and across abdomen in a small 
stream. Stomach rather large and dilated. No 
tenderness present. At one and one-half hours 
about one-quarter of the meal is present; at three 
hours about one-eighth. At six hours there is slight 
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retention in stomach and head of column is near 
splenic flexure. Summary: Gastro-enterostomy 
opening is functioning. There is apparently a con- 
striction in the anastomotic loop of small intestine 
near the stomach. The emptying time of the stom- 
ach is very much delayed, the reverse of that which 
is usual in gastro-enterostomy.” (Dr. W. A. Wilkins) 

January 30, 1918, he looked well, his weight was 
138, average 135; on last admission to the hospital 
he weighed 127. He had no local tenderness, no 
flatulency, occasionally had cramp-like pain, bowels 
moved daily. 

In August, 1918, he had no symptoms, and was 
working hard; in light clothes his weight was 134 
pounds. 

October 27, 1920, he reported from Ottawa that 
he was ‘“‘almost a new man, my weight is 139 
pounds, am practically free from symptoms, occa- 
sionally have some flatulency., no hemorrhage.”’ 

Summary of perforations: 

1. Gastric, February 19, 1913; 

2. Jejunal, August 1, 1913; 

3. Jejunal, October 2, 1915; 

4. Site not stated, August, 1917; 
5. Gastric. December 11, 1917. 


CANCER OF THE AMPULLA OF VATER 


° By ROBERT M. LEWIS, M.D., F.A.C.S., BAttimori 


NHE return of a patient to the clinic 
for observation 8!% years after a suc- 
cessful radical extirpation of a cancer 

of the ampulla of Vater by Dr. Howard A. 
Kelly and Dr. Curtis F. Burnam prompted 
us to go over the literature on this subject. 
\ltogether there are not many of these cases 
reported, few in which a radical resection has 
heen done (16), and very few (3) are expressly 
noted as well over a year after operation. 

Of the 16 cases collected by Upcott (1), in 
which radical operations were performed, one 
Koerte’s, 2) was reported as living 3 years 
ind g months, one 2 years, one 18 months, 
two g months, one 3 months and one 1 month 
‘iter operation. In three cases an operative 
recovery only was recorded. 

Kausch (3) in reporting a successful opera- 
tion for a tumor of this region no larger than 

bean, remarks that on account of the 
peculiar site of these growths the diagnosis 
of a condition calling for operation can be. 


and is made, earlier than in any other form ot 
internal cancer. We would question whether 
a carcinoma of the bladder should not be 
yielded the palm in this respect, while we 
agree with him that the good operative results 
and relative benignity of cancers of the 
ampulla of Vater are due to the fact that they 
give rise to symptoms very early, and 
metastasize late. 

Most of the primary tumors of the ampulla 
appear to be adenocarcinoma. According 
to the textbooks, primary carcinomata caus- 
ing obstruction at the ampulla may take 
origin from the common bile duct, duodenum, 
or either of the pancreatic ducts. 

In 1899 Halsted (4) reported the first case 
of carcinoma of the papilla operated upon by 
him in February, 1898. He resected a cancer 
of the ampulla with a portion of the duodenum 
and pancreas. At a later date a cholecysten- 
terostomy was done. Recurrence and death 
followed 9 months later. 
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Hermann Wiedemann (5), as a result of his 
experimental studies, calls attention to the 
danger of cholangeitis following implantation 
of the common duct into the bowel, from the 
forcing of intestinal contents into the former 
by peristalsis. He finds that transplanting 
the sphincter with the duct when possible 
obviates this danger. This is, however, out 
of the question where one is resecting a 
malignant tumor which presumably involves 
the sphincter itself. Of the six operative 
deaths only one (Cuneo-Hartmann’s case) 
is noted by Upcott as having died of ascending 
cholangeitis. Probably, therefore, this danger 
is not as great as one might imagine. Im- 
plantation through an indirect route into the 
bowel would be ideal, but it is hardly possible 
on account of the shortness of the common 
duct. 

A positive diagnosis is rarely made in a 
case of cancer of the ampulla before the 
abdomen is open.' Cordua (6) gives the 
cardinal symptoms of the condition as 
first, icterus; second, chronic obstipation; 


third, distention of the gall-bladder. He 
admits, of course, that even when these 


symptoms are evident, certainty as to their 
cause is not usually possible. Oehler (7) calls 
attention to the importance of these symp- 
toms, mentioning also the fact that pain is 
frequently felt in the region of the gall-blad- 
der and that other symptoms usually en- 
countered in disturbances of the biliary 
passages, such as fever and colic, are rarely 
found here. 

In the cases under consideration quite a 
number of operations and combinations of 
operations have been performed either for 
their palliative effect or for a radical cure. 
The best and simplest palliative procedure 
consists in doing a cholecystenterostomy with 
or without a gastro-enterostomy. One is 
naturally advised against a simple chole- 
cystostomy. J. F. Erdmann (8) presented a 
case so treated (cholecystjejunostomy and 
gastro-enterostomy) with excellent result. 
During the 4 weeks after operation his patient 

1In discussing this point Dr. F. E. Keene tells me that while he was in 
Vienna some years ago he saw an autopsy done in Kovac’s clinic on the 
body of a patient in whose case a diagnosis of primary cancer of the 


ampulla of Vater was made before death. Postmortem findings proved 
the accuracy of the diagnosis. 
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gained 20 pounds and left the hospital feeling 
well. 

In another instance (Upcott’s case), an 
adenocarcinoma of the ampulla was found 
with enlarged metastatic glands which could 
not be removed. Here the primary tumor was 
excised, the patient made a good operative 
recovery, and was reported feeling well a 
month after operation. 

The type of radical operation best suited to 
a particular case depends, of course, on the 
extent of the disease and the condition of the 
patient. If the patient is profoundly jaun- 
diced and too ill to stand a resection, it is 
only the part of wisdom to do a preliminary 
cholecystjejunostomy—and wait to resect 
the tumor at a later and safer time. When 
given a favorable, early case the trans- 
duodenal approach and excision is the 
easiest and should give the best results. This 
was the method employed in Kelly and 
Burnam’s case here reported. 

Halsted and others excised a portion of the 
duodenum along with a part of the head of the 
pancreas in removing the malignant growth 
and then transplanted the common bile and 
pancreatic ducts into the duodenum. 

With either of the above described opera 
tions a gastro-enterostomy may be advisable. 
Halsted did not do this but followed his first 
operation with a cholecystenterostomy at a 
later date. 

Kausch originated and carried out success 
fully a difficult and a very radical operation 
designed for use in those cases where the 
papillary cancer was extensive. His operation 
consisted of two stages with an interval of 2 
months between. The first step was a Murphy 
button cholecystenterostomy. This was fol 
lowed by a resection of a part of the duode 
num along with the tumor; division and liga 
tion of the common bile duct; division of the 
head of the pancreas; gastro-enterostomy 
and finally fixation of the open distal end o! 
the duodenum over the divided pancreas 
The patient made a good recovery, but to us 
the operation seems too formidable for us 
in any but the most desperate kind of a case 

A short summary of the history of Drs 
Kelly and Burnam’s case of cancer of the 
ampulla of Vater follows. The patient was 
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seen living and perfectly well 8!2 years after 
her operation. 


Mrs. J. A., widow, age 45, married, 1 child aged 
29. March, rgro. 

Family history: 5 sisters all had fibroid tumors; 
1 sister had cancer of uterus; mother operated 
upon for tumor—kind unknown—is now living; 
father died in 1905 of apoplexy. 

Past history: hysteromyomectomy and _ ap- 
pendectomy by Dr. H. A. Kelly, 1907; never had 
typhoid or any other serious illness; no digestive 
disturbances whatever until 2 years ago. 

Complaint: jaundice—indigestion. 

Present illness: Two years ago the patient first 
noticed a sensation as of burning in the epigastrium. 
This was accompanied by a sense of distress caused 
by abdominal distention. The pain and gas bore 
no apparent relation to the time of taking food 
nor to its quality or quantity. The pain finally 
became so severe as to require morphia for its relief. 
\t the time of taking the history all foods give rise 
to burning pain immediately, though this was not 
so a few months ago. Patient has never vomited. 
Jaundice has been persistent and increasing for 
over 2 months. Occasional chills were experienced. 
There has been no fever. (The temperature has not 
been taken.) 

Physical examination showed deep generalized 
icterus; heart and lungs, normal; abdomen—liver 
not palpable below costal margin; gall-bladder can- 


not be felt. There is some tenderness on deep 
pressure beneath the right costal margin—no 
rigidity. No other tender points are discovered. 


No tumors or organs are palpable. Rectal examina- 
tion was negative. The urine was loaded with bile. 
The feces were constipated and clay colored. 
Blood coagulation time was not recorded. Other 
findings negative. 


OPERATION BY DR. HOWARD A. 
DR. CURTIS F. 


KELLY AND 
BURNAM 


Operation at Church Home and Infirmary, 
Baltimore, March 28, 1910, with ether 
anesthesia. A right rectus incision was made. 
A distended gall-bladder was noted. There 
were no stones in the gall-bladder, cystic or 
common ducts. Stomach and duodenum were 
normal. The common duct was dilated. On 
examining its distal end, a hard nodule the 
size of a bean was discovered through the 
duodenum at the site of the ampulla. This 
was evidently causing obstruction to the com- 
mon duct. It could not be expressed but felt 
hard and fixed, unlike a stone. The duct was 
pened and explored but no stone was found. 
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The duodenum was now mobilized and a 
longitudinal incision made through its wall 
directly opposite the mass. The nodule stood 
out from the duodenal wall, hard and white— 
evidently a carcinoma. An incision was made 
about it in the posterior duodenal wall. The 
nodule and bile-duct were pulled forward into 
the gut and divided well above the growth. 
Catgut sutures, interrupted. were then passed 
through the thin walls of the common duct, 
fixing it into the duodenum. The opening 
first made into the latter was closed, and 
finally the gall-bladder was drained. <A 
cigarette drain was also put down to the 
closed incision in the common duct. 

During the 8 weeks following operation the 
patient made an uneventful recovery. The 
jaundice vanished quickly 

July 23, 1919~-She has been perfectly well 
ever since, eats everything that is put before 
her, and has no jaundice and no digestive 
disturbance. The abdominal wound is well 
healed; no hernia. No tenderness on pressure 
in the region of the gall-bladder. 

The microscopic examination of the speci- 
men was made by Dr. Curtis F. Burnam—the 
findings being a typical adenocarcinoma of 
the ampulla of Vater. 


My thanks are due both to Dr. Kelly and Dr. Burnam 
for the privilege of reporting their case and for their 
interest and help in getting together the data. 
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THE IMPORTANCE OF A THOROUGH EXPLORATION OF THE 


GYNECOLOGY 


AND OBSTETRICS 


INTRA- 


ABDOMINAL ORGANS IN OPERATIONS FOR EPIGASTRIC HERNIA! 


By RICHARD LEWISOHN, 
~APIGASTRIC hernia has been known 

as a clinical entity for many years. 

It seems to have been described for 
the first time by Richter (1) in 1785. The 
term “epigastric hernia’’ was used by 
Leveille (2), in 1812, for protrusions in the 
linea alba between the processus xyphoideus 
and the umbilicus. 

The French were evidently aware of the 
frequent occurrence of gastric symptoms in 
cases of epigastric hernia, because many 
authors used the term of ‘ gastrocele”’ instead 
of “epigastric hernia.”’ They thought that 
part of the hernial contents consisted of the 
stomach wall. This same view was expressed 
by Walter (3) in 1850. 

The credit for suggesting operative inter- 
ference in epigastric hernia with the distinct 
object of relieving the patients from their 
gastric symptoms belongs to Kussmaul. 
Upon Kussmaul’s advice, Luecke (4) in 1887 
operated upon two cases of epigastric hernia 


‘ 


in order to relieve them of their gastric 
symptoms. 
The favorable results obtained in these 


cases prompted others to assume a very close 
connection between epigastric hernia and 
gastric symptoms (hyperacidity, epigastric 
distress, vomiting, hamatemesis, etc.). The 
finding of a small epigastric hernia was con- 
sidered sufficient by many clinicians to 
explain the presence of gastric symptoms. 
In some cases simple hernioplasty undoubt- 
edly was followed by the disappearance of 
gastro-intestinal symptoms. But in a large 
percentage of cases the symptoms persisted 
after the operation. 

The question as to how often gastric 
symptoms are caused by an epigastric hernia 
and how often they are due to diseases of 
intra-abdominal organs (stomach, gall-blad- 
der, appendix, etc.) is not a new one. It has 
been debated by a number of authors for 
many years. Yet many surgeons, even at 
the present time, are satisfied to deal with 


1 From the Wimpfheimer Division for Gastro-Enterological Surgery, Service of Dr. A. A. Berg, Mt. Sinai Hospital, 
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the local condition only, namely, the epi- 
gastric hernia. Because of this procedure 
they cure the epigastric hernia, but fre- 
quently fail to relieve the patient of his 
troublesome symptoms. 

We find occasional reference to the co- 
existence of epigastric hernia and diseases of 
the stomach as far back as 1890. Témoin 
(5) published four cases who died from can- 
cer of the stomach, who had been previously 
operated upon for epigastric hernia. <A 
simple hernioplasty had been performed 
without any investigation of the stomach, 
the gastric symptoms being ascribed to the 
presence of an epigastric hernia. 

However, it is only during the last to 
years that attention has been called to the 
fact that the dictum that simple operation of 
an epigastric hernia will relieve the patients 
of their gastric symptoms holds good only in 
a certain, not too large, percentage of cases. 

Capelle (6) reports from Garré’s clinic 31 
patients operated previously (6 months to 
8 years) for epigastric hernia. Four of them 
had died from cancer of the stomach within 
2 years after the original operation. Six had 
recurrences of their hernia; 12 had no recur 
rences of the hernia, but had recurrences of 
their gastric symptoms and only g (29 per 
cent) were perfectly cured. He concludes 
that the final results following operations for 
epigastric hernia are far from satisfactory 
and that every case of epigastric hernia with 
gastric symptoms ought to have an explora- 
tory laparotomy. 

Schloffer (7) comes to the same conclusion 
He reports two cases that had been previously 
operated upon in other hospitals for epiga- 
tric hernia. Their symptoms persisted and 
they were re-operated upon. He found a 
carcinoma of the stomach in one case and a 
carcinoma of the splenic flexure in the other 
The previous operators had erroneous!) 
ascribed the gastric symptoms to the presenc« 
of an epigastric hernia. 
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Ertand (8) collected 15 cases from the 
literature of the co-existence of epigastric 
hernia with ulcer or cancer of the stomach. 

Leriche and Aigrot (9) have reported simi- 
lar experiences. 

Bérard (reported by Colombet, 10) pre- 
sented a case of penetrating ulcer of the lesser 
curvature of the stomach which he had pre- 
viously operated upon for epigastric hernia. 

It seems that this subject has been con- 
sidered rather freely in the French literature. 
l'rench surgeons have pointed out repeatedly 
the importance of careful clinical investiga- 
tions of stomach symptoms without laying 
too much stress on the sometimes more or 
less accidental finding of an epigastric hernia. 

The frequency of the co-existence of epi- 
gastric hernia with intra-abdominal lesions 
is by no means a rare occurrence, as is made 
evident by the fact that I had occasion to 
observe 13 cases in the short period of 4 years. 


HERNIA AND ULCER IN THE BODY OF 


THE STOMACH 

Case 1. L. B., age 53; admitted to Mt. Sinai 
Hospital, October 31, 1916; discharged November 
19, 1916. The patient has been suffering from 
abdominal cramps and constipation for the last 
2 years. Pains are often very severe. He has a 
small, slightly tender epigastric hernia, and there 
is some deep tenderness on pressure in the right 
hypochondrium. X-ray examination shows hyper- 
peristalsis, segmentation of stomach, and incom- 
plete filling of the duodenal cap. Clinical diagnosis: 
epigastric hernia; duodenal ulcer. 

Operation, November 1, 1916 (Dr. Berg): The 
abdomen was opened through an upper transverse 
incision. The exploration of the stomach revealed 
an indurated ulcer on the greater curvature about 
1's inches proximal to the pylorus. This was 
excised. The opening in the stomach, was closed 
in layer sutures. Adjacent omentum was sewed 
over the suture line. The abdominal wound was 
closed, 

Uneventful recovery. 

November, 1920: Patient is very much relieved 
since the operation. However, he is still suffering 
irom occasional attacks ‘of hyperacidity. 


EPIGASTRIC 


| PIGASTRIC HERNIA AND ULCER OF THE LESSER 
CURVATURE OF THE STOMACH 

CASE 2. N. H., age 47; was admitted to Mt- 
Sinai Hospital (service of Dr. Moschcowitz), on 
January 15, 1917; discharged March 13, 1917. 
Patient had been operated upon 10 years previously 
at another hospital, for epigastric hernia. His epi- 
gastric distress was not changed by this operation 


and his symptoms persisted. His pains are of inter- 
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mittent character. He is sometimes free from pain 
for many months. He complains of burning sensa- 
tion in the epigastrium, occasional vomiting and 
marked constipation. X-ray findings show a pene- 
trating ulcer at the lesser curvature of the stomach. 

Operation, November 19, 1017 (Dr. Mosch- 
cowitz): Upper transverse incision. A large saddle- 
shaped ulcer with a deep crater was found at the 
lesser curvature. Removal was considered inad- 
visable on account of dense adhesions with the 
surrounding organs, especially the splenic vessels. 
Closure of abdomen in layer suture. The wound 
opened spontaneously on the fourth day post- 
operative and required a secondary suture, March 
13, 1917: patient discharged. All his gastric symp- 
toms have disappeared. 

The patient was re-admitted to the hospital for 
ventral hernia on March 16, 1918. He did not com- 
plain of any gastric symptoms. He was re-operated 
upon (Dr. Wilensky) on March 19. Exploration 
of the stomach showed the same condition of the 
ulcer as on previous exploration. The ulcer was 
cauterized. The ventral hernia was repaired. The 
patient made an uneventful recovery, and was 
discharged from the hospital on April 4, 1918. 

Re-examination, June, 1920: Patient states that 
he feels perfectly well since his last operation. All 
his gastric symptoms have disappeared. 

X-ray report (Dr. Jaches): The stomach shows 
a very large defect at about the junction of the 
cardiac and pyloric halves; the defect involves 
practically the entire gastric wall and allows only 
a narrow channel between the two parts. The stom- 
ach is distorted, but its motility is normal. Both 
parts of the stomach are empty after 6 hours. 


It is obvious from this observation that the 
penetrating ulcer is still persistent and has 
grown in size. It is interesting to note that 
in spite of the size of the ulcer and the 
secondary hour-glass formation, the patient 
is at present free from symptoms. 

CASE 3. M. S., age 36; admitted to Mt. Sinai 
Hospital, June 6, 1918; discharged June 29, 10918. 
Patient was operated upon in 1917 at another hos- 
pital for double inguinal hernia and_ epigastric 
hernia. A double inguinal herniotomy, an appendec- 
tomy, and a hernioplasty for the cure of the epi- 
gastric hernia were performed. No X-rays were 
taken previous to the operation. His symptoms 
recurred 5 months after this operation. He com- 
plains of epigastric distress, which has no relation 
to meals. These epigastric symptoms have per- 
sisted with intermissions for the last 3 years; they 
were attributed to the epigastric hernia and an 
operation was advised (see above). The X-ray 
showed a typical penetrating ulcer of the lesser 
curvature of the stomach. 

The operation (Dr. Lewisohn) consisted in an 
excision of the ulcer and a suture gastro-enterostomy. 
The patient made an uneventful operative recovery. 
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Ife re-entered‘the hospital on November 14, 1918. 
A few months after his discharge his symptoms 
recurred, in fact his pains have increased; there 
has been considerable loss of weight. Exploratory 
laparotomy for suspected gastrojejunal ulcer (Dr. 
Lewisohn): Extensive adhesions between the stom- 
ach, omentum, and the anterior abdominal wall 
were freed. The stoma was patent, perfectly soft, 
and admitted two fingers. There was no evidence of 
a new ulcer at the site of excision. Laver suture of 
abdomen 


Discharged December 1, 1918. 
Patient was not relieved permanently. He, 
therefore, underwent another operation at the 


hospital where he had been operated upon the first 
time. The operation consisted of division of adhe- 
sions. Seven months later he was operated upon 
for the fifth time within 2 vears by Dr. John F. 
Erdmann, to whom I am indebted for these notes. 
The ulcer at the lesser curvature was healed, the 
pylorus was patent and the stoma was contracted. 
The gastro-enterostomy was disconnected. 
November, 1920: Patient cannot be located. 


EPIGASTRIC HERNIA 


Case 4. A. L.. age 64; admitted to Mt. Sinai 
Hospital, May 15, ro1g; discharged June 7, 1910. 
The patient began to have sharp pains in left upper 
quadrant about 2 months ago; no nausea or vom- 
iting. He has lost 24 pounds in 8 weeks. Physica! 
examination shows a small, somewhat tender, epi- 
gastric hernia and an indefinite mass above the um- 
bilicus. X-ray examination shows a_ hypertonic 
stomach. The peristalsis is exaggerated. The duo- 
denal bulb could not be visualized properly. The 
motility of the stomach was delayed, with a slight 
residue after 6 hours. 

Operation (Dr. Lewisohn): Inoperable carcinoma 
of stomach with metastasis in transverse colon and 
metastasis in peritoneum. A gland, removed for 
microscopical examination, showed metastatic 
adenocarcinoma. : 

Case 5. H. E., age 60; admitted to Mt. Sinai 
Hospital, March 10, 1919; discharged March 26, 
1919. Patient has been suffering from epigastric 
pains for the last 3 months, frequent vomiting after 


AND CARCINOMA OF STOMACH 


meals, and pains shortly after eating. Status: 
epigastric hernia; indefinite mass in left epigas- 
trium. The X-ray examination showed a large 


defect of the stomach involving the body and the 
pyloric parts of the stomach. Diagnosis: epi- 
gastric hernia; carcinoma of stomach. 

Operation, March 10 (Dr. Lewisohn): Large 
carcinoma of stomach involving the pylorus and 
extending almost up to the cardia; involvement of 
lvmph nodes and metastasis in the parietal peri- 
toneum and the liver. Closure of abdominal incision. 


EPIGASTRIC HERNIA AND PYLORIC ULCER 


Case 6. J. L., age 39; admitted to Beth Israel 
Hospital, March 28, 1920; discharged April 20, 1920. 
Patient had been suffering from epigastric pain for 
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over 1 year. These pains had no definite relations 
to meals. Patient had a moderate-sized tender epi- 
gastric hernia. X-ray examination (Dr. Held) 
showed a pyloric ulcer. 

Operation, March 31, 1920 (Dr. Meyer): Epigas- 
tric hernia exposed. Incision enlarged from ensi- 
form process to umbilicus. Large indurated ulcer 
at pylorus. The pylorus was resected. Posterior 
suture gastro-enterostomy. 

November, 1920: Patient 
since the operation. 


feels perfectly well 


EPIGASTRIC HERNIA AND DUODENAL ULCER 

Case 7. A. K., age 37. Patient was operated 
upon 12 years ago in Russia, for epigastric hernia. 
He had only temporary relief from his gastric 
svmptoms. He entered Mt. Sinai Hospital in rors. 
He presented a recurrent epigastric hernia and the 
X-ray examination showed a duodenal ulcer. 

Operation (Dr. Lewisohn): A crater-like ulcer 
was found in the first part of the duodenum. A 
posterior suture gastro-enterostomy was performed. 
Hernioplasty for epigastric hernia. 

He re-entered Mt. Sinai Hospital, December 7, 
1916, suffering from a gastrojejunal ulcer. His 
symptoms (attacks of excruciating pain and nausea) 
dated back a few months. The X-ray was not con- 
clusive. No abnormalities were noted except for a 
slight residue. 

Operation, December 13, 1916 (Dr. Lewisohn): 


Pylorus patent, no signs of duodenal ulcer. The 
stoma showed an indurated ulcer at its anterior 
wall. Excision of ulcer. Re-suture of defect in 


anterior wall. The patient made an uneventful 
recovery. 

He re-entered Mt. Sinai Hospital on May 1 
1918, for recurrence of symptoms. 

Operation, May 18, 1918 (Dr. Lewisohn): Exten 
sive adhesions between omentum, stomach, jejunum, 
and anterior wall of abdomen were separated. Larg¢ 
recurrent ulcer at site of stoma. On account o! 
size of ulcer and extensive involvement of sur 
rounding organs radical removal was considered 
inadvisable. An anterior suture gastro-enterostom\ 
was performed. Uneventful recovery. 

Re-examination, January, 1920: 
perfectly well since his last operation. 

Case 8. A. K., age 42; admitted to Mt. Sinai 
Hospital, January 25, 1917; discharged February 0, 
1917. Patient had been suffering for the last 
years from epigastric oppression. He has a fair 
sized epigastric hernia, tender on pressure. 

Operation, January 27, 1917 (Dr. Lewisohn) 
The epigastric hernia consisted of some preperitonea 
fat and did not seem to explain his rather sever 
symptoms. It was, therefore, decided to explor 
the stomach and duodenum. A large ulcer without 
a crater was found at the junction of the first and 
second part of the duodenum. Posterior suturé 
gastro-enterostomy and pyloric exclusion. Closur 
of abdominal wall in layer sutures. 

November, 1920: Patient cannot be located. 


Patient feel 
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Case 9. M. R., age 51: admitted to Mt. Sinai 
Hospital, May 6, 1919; discharged June 6, 1o10. 
Patient complains of epigastric pain, loss of appe- 
tite, nausea, vomiting, and loss of weight. Onset 
of pains, 2 years ago. Pains occur 1 hour after 
cating. Patient has a small, tender, epigastric 
hernia, otherwise status is negative. The X-ray 
examination (Dr. Jaches) shows a markedly dilated 
stomach, the motility is increased. Complete reten- 
tion after 6 hours. No defect. Diagnosis: almost 
complete pyloric obstruction, due to cicatrized 
ulcer. 

Operation, May 24 (Dr. Lewisohn): A large, 
very hard mass was felt in the first part of the 
duodenum, firmly adherent at its posterior aspects 
to the pancreas. The mass is probably benign. 
Removal considered inadvisable. Posterior suture 
gastro-enterostomy. 

November, 1920: Patient’s condition is only 
slightly improved since the operation. He is still 
complaining of epigastric distress. 

CasE 10. J. A., age 50; admitted to Mt. Sinai 
Hospital, March 14, 1919; discharged April 1, 1910. 
Patient has been suffering from pains in the epi- 
gastrium for 25 years. Pains are aggravated by 
eating. He has a tender epigastric hernia. No 
intra-abdominal masses are felt. X-ray examina- 
tion (Dr. Jaches) shows the stomach situated 
normally. Its tone is good. Peristalsis is active 
throughout the entire observation. The duodenal 
bulb is irregular. Slight residue after 6 hours. 
Diagnosis: duodenal ulcer. 

Operation, March 19 (Dr. Berg): A small epi- 
gastric hernia was excised; a duodenal ulcer was 
present in the first portion of the duodenum, with 

crater-like depression in its center. Posterior 
uture gastro-enterostomy and pyloric exclusion. 

November, 1920: Patient complains of recur- 
ence of pains during the past few months. He is 
possibly suffering from a gastrojejunal ulcer. 

Case 11. L. R., age 28; admitted to Beth Israel 
Hospital, February 27, 1920; discharged March 26, 
1920. He was operated upon in 1915 for epigastric 
hernia at another hospital, and in 1916 he was 
operated upon for recurrent epigastric hernia and 
pyloric ulcer at the same hospital. In 1917 he was 
operated upon by Dr. Goodman at Beth Israel 
Hospital for perforated pyloric ulcer; closure of 
perforation. He has complained of severe epigas 
tric pains and occasional vomiting for the past 4 
months. X-ray examination showed marked ten- 
derness at the stoma without retention. Diagnosis: 
gastrojejunal ulcer. 

Operation, March 3 (Dr. Lewisohn): Many 
idhesions between omentum and anterior abdom- 
inal wall. Liver adherent to parietal peritoneum. 
Gastrojejunal ulcer at the left margin of the stoma, 
bout '% inch in diameter. The transverse colon 
vas adherent. It was freed from the ulcer area. 
lhe stoma was entered, scar tissue was present at 
the right corner and anterior wall; it was excised. 
rhe stoma was enlarged to admit 2 fingers. The 
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posterior suture line was preserved. The anterior 
suture line was repaired by two layers. Hernio- 
plasty for recurrent ventral hernia. 

November, 1920: Patient is feeling very well 
since the operation. Diastasis of recti. 

EPIGASTRIC HERNIA AND CHOLELITHIASIS 

Case 12. M. R., age 46; admitted to Mt. Sinai 
Hospital, January 16, 1919; discharged February 5, 
1919. Patient has complained of intermittent 
attacks of epigastric pains for the last 15 years. 
He has noticed an epigastric hernia for 12 years. 
He has a tender, fair-sized, epigastric hernia. No 
other points of tenderness. 

Operation, January 22, 1919 (Dr. Lewisohn): 
Median upper abdominal incision. Hernial sac 
ligated. Stomach and duodenum normal. Gall- 
bladder full of stones. Cholecystectomy. Closure 
of abdominal wound, except for drainage. Unevent- 
ful recovery. 

March, 1920: Patient feels perfectly well. Small 
ventral hernia at site of drainage tube. 

EPIGASTRIC HERNIA AND APPENDICITIS 

CasE 13. J. L., age 38; admitted to Mt. Sinai 
Hospital, (service of Dr. Elsberg), June 11, 1920; 
discharged July 5, 1920. Patient was operated 
upon in this hospital for epigastric hernia, 18 
months ago. His abdominal symptoms were not 
relieved by the operation. He had a recurrence of 
his epigastric hernia. 

Operation (Dr. Wilensky): Exploration of stom- 
ach, duodenum, and gall-bladder negative. Appen- 
dix bound down by adhesions. Appendectomy. 
Hernioplasty. 

November, 1920: Patient feels perfectly well 
since his second operation. 

Forty-three cases of epigastric hernia were 
operated upon in Mt. Sinai Hospital since 
1917. It would have been very interesting 
to follow up these cases and to see how many 
of these were cured permanently. Cards 
were sent to all of them. However, such a 
small percentage of the patients appeared for 
re-examination that it was impossible to 
draw definite conclusions. In this city people 
change their addresses so frequently that it 
is impossible in many cases to reach them, 
even after comparatively short intervals. 

It seems hardly credible, in view of the 
operative findings, that serious gastro-intes- 
tinal symptoms should be caused by a simple 
epigastric hernia. Moschcowitz (11) states 
that ‘‘not more than one case in twenty has 
a true hernial sac”’ and that “the commonest 
form of epigastric hernia is sacless, and one 
in which the peritoneum is not involved in 
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the least.”’ He believes that the pain is 
merely a referred pain ‘‘and is caused by 
a dragging upon the falciform ligament of 
the liver.”’ 

There can be no doubt that in a fair per- 
centage of cases the patient is suffering 
from an epigastric hernia and that the symp- 
toms are caused by the presence of the hernia. 
In these cases the preperitoneal fat is caught 
in the hernial ring. This fat protrusion causes 
a distinct pain on pressure. The pain is local 
and superficial. Cases of this type are 
amenable to permanent cure by simple herni- 
oplasty. They are not under discussion in 
this paper. 

The cases with which we are dealing are 
those complaining of a variety of gastric 
symptoms in a more or less marked degree 
(anorexia, sour eructations, vomiting, con- 
stipation, pains after eating, etc.). The 
presence of the above symptoms should 
arouse the suspicion that the epigastric hernia 
is an accidental finding only, and that the 
cause of the patient’s complaint is probably 
intra-abdominal. 

Three intra-abdominal organs seem to be 
the most frequent cause for these symptoms; 
the stomach and duodenum, the gall-bladder, 
and the appendix. In 11 out of the 13 cases 
reported above, the lesion was in the stom- 
ach or duodenum. The question as_ to 
whether a patient, aside from his epigastric 
hernia, is suffering from an ulcer or carci- 
noma of the stomach, can be decided readily 
by the X-ray examination. We know that 
X-ray examination will, with certainty in 
over go per cent of the cases, settle the 
question as to whether we are dealing with 
an ulcer of the stomach or duodenum. There- 
fore X-ray examination of the gastro-intes- 
tinal tract should be part of the routine exam- 
ination in all cases of epigastric hernia. Yet 
many surgeons fail to make use of this simple 
procedure. Thus in many cases the epigas- 
tric hernia is operated upon without relieving 
the patient. Four of our 13 cases were oper- 
ated upon originally for epigastric hernia 
without any investigation of the stomach, 
though they had been suffering from gas- 
tric symptoms at the time or prior to the 
operation. 
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This brings up another point of great 
importance. One of the cardinal symptoms 
of ulcers of the stomach or duodenum is the 


periodicity of the pains. The pains often 
subside entirely for many months. If seen 
in the intermittent period the patient’s 
symptoms may be so slight, that the possi- 
bility of the co-existence of epigastric hernia 
and ulcer of the stomach or duodenum may be 
overlooked. An X-ray examination will settle 
this doubtful point in the majority of cases. 

The marked intermittence of symptoms is 
well demonstrated by Case 2. Two previous 
operations (1917 and 1918) proved the 
presence of a large penetrating ulcer at the 
lesser curvature of the stomach. An X-ray 
picture, taken 6 months ago, shows the large 
size of the ulcer. Yet this patient, when he 
presented himself a few months for 
re-examination, was feeling perfectly well and 
was free from any gastric symptoms, in spite 
of marked hour-glass formation of his stomach. 

The question of the co-existence of appendi 
citis or cholelithiasis with epigastric hernia 
is much more difficult to settle than that of 
ulcer of the stomach or duodenum. The 
X-ray examination will not help us very much 
in these cases. We are entirely dependent 
upon clinical findings. Typical cases of 
appendicitis or cholelithiasis will be diagnosed 
easily. However, many cases have such 
vague symptoms that it will be most difficult 
to decide, even for the clinician of vast expe- 
rience, whether the symptoms are due to a 
diseased gall-bladder or appendix or to an 
epigastric hernia. 

Case 13 told us, on re-examination, that 
his symptoms persisted unabated after his 
first operation (hernioplasty). He has been 
absolutely free from symptoms, since hi-= 
appendix was removed. I went into the his 
tory of his case very carefully, and feel sure 
that the second hernioplasty for recurrent 
epigastric hernia would not have cured this 
patient, if his diseased appendix had_ not 
been removed at the same time. 

The surgeon used to pride himself upon 
making the abdominal incision for remova! 
of the appendix as small as possible. How 
ever, experience has shown that such a pro 
cedure is not in the interest of the patient! 
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except in very typical cases. Re-operations 
for diseases of the gall-bladder, stomach, 
female pelvic organs, etc., which had not 
been amenable to investigation on account 
of the small incision, became very frequent. 
The experienced surgeon, therefore, prefers 
to make the abdominal incision long enough 
to facilitate thorough examination of the 
intra-abdominal organs. 

The time has thus passed for the small 
appendicular incision. In the same way the 
time will pass for the small incision for epi- 
gastric hernia. Every patient who has asso- 
ciated with his epigastric hernia vague symp- 
toms which might possibly be ascribed to an 
affection of the intra-abdominal organs, 
ought to have the benefit of a thorough 
exploration. If this procedure is carried out 
consistently, statistics will demonstrate, that 
epigastric hernia per se is responsible for 
intra-abdominal symptoms in a compara- 
tively small percentage of cases. 
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S there any relation between some of the 

abnormalities of the placenta and the 
clinical events of the patient’s pregnancy? 
To answer this question I have tried to make 
observations from this point of view and have 
come to some conclusions which I wish to 
present in this paper. 

First, I wish to consider briefly a normal 
placenta. When this organ is found after 
delivery in a condition above reproach, it 
consists of a circular mass of tissue with the 
cord attached to its center and the mem- 
branes attached to the edge. The maternal 
side appears as a homogenous red surface 
and the circumference or edge is well defined 
and devoid of indentations. The foetal side 
of the placenta is covered by amnion and 
chorion and beneath these translucent mem- 
branes may be seen the blood vessels which 
carry the foetal blood from the cord to the 
regions of the villous membrane and return. 

Normally the placenta increases in size 
concentrically so that, in a full term placenta, 
the cord comes away from the center of the 
symmetrical circle formed by the edge of the 
placenta. The normal position of the placenta 
is near the opening of the fallopian tube 
through which the ovum descends to the 
uterine cavity. 

It may be said here that very few placentas 
will be found which conform to this descrip- 
tion. Nevertheless, this fact coincides with 
the fact that the close study of the clinical 
events of pregnancy will show that there are 
very few uncomplicated pregnancies. 

There are two forms of macroscopic ab- 
normality in the placenta which I wish to 
consider, the so-called ‘‘infarct,’’ and the 
asymmetrical placenta. The infarct has long 
been the subject of controversy not only as 
to its etiology but also as to its pathology and 
to its effects on both mother and _ baby. 
It would make this paper too long to consider 
all that has been written on this subject, and 
I shall take up only those observations which 
tend to show the points I wish to bring out. 
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Macroscopically, the infarct is a whitened, 
hardened area of placental tissue which is 
found most commonly on the edge of the 
placenta but may show in the central portions 
either on the maternal or foetal sides of the 
placenta. Infarcts are ordinarily irregular 
in outline. Frequently this whitened area 
will extend along the edge of the placenta 
for a distance of several centimeters, the 
width of this strip varying from 1 to 2 centi- 
meters. 

The centrally located infarcts vary from 
the size of a millet seed to that of a pigeon’s 
egg. There is the greatest variety in number. 
Many times the whole surface of the placenta 
is involved. 

Microscopically, the lesion is described as 

follows: Dieulafoy, (1) “The lesion is char- 
acterized by the appearance of hemorrhages 
which are converted into white infarcts. The 
primary lesion is hemorrhagic in nature; the 
white infarct is secondary. Furthermore, it is 
always intraplacental and most often intra- 
cotyledenous. The recent infarct con- 
tains fluid blood or, having a gelatinous con- 
sistency, is almost of a black color. 
When the infarct is older it becomes pale, the 
coloring matter of the blood disappears 
gradually and finally reaches the 
tint of the white infarct. If the infarct is 
incised, it appears formed of fibrin more or 
less dense and homogenous in appearance, 
and sometimes disposed in a series of con- 
centric layers. In the center we often find 
a small collection of more or less colored fluid, 
forming the residue of the blood serum. 
The hemorrhage may give rise to retro- 
placental hemorrhage which may prove fata! 
to the mother. It is needless to add that in 
the same placenta we may find recent and 
old foci, and thus very easily follow the differ- 
ent degrees in the evolution of the placenta! 
hematoma described above.”’ 

It is my belief that there are also lesions in 
the placenta which show that some of these 
infarcts become completely absorbed. 


























DeLee (2) describes the microscopic ap- 
pearance of an infarct as “circumscribed 
areas of placental tissue which have under- 
gone coagulation necrosis. In the advanced 
stages the whole mass is changed into fib- 
rin with only traces of the previously ex- 
isting villi. Sometimes there are evidences 
of obliterating endarteritis and _peri-arter- 
itis.” 

From the above descriptions, it is plain 
that the so-called infarct is a pathological 
element in the placenta. The fact that these 
areas occur most consistently when syphilis, 
chronic nephritis, and toxemia of pregnancy 
are associated, also tends to show that 
they are pathological elements. 

LaVake (3) in an article on the “Infection 
Theory of Pre-Eclamptic Toxzemia and 
Eclampsia” takes up the question of the 
etiology of the infarct. He quotes the 
work of Young (4), of Edinboro, who by 
examinations and animal experiments showed 
the infarct to be a thrembotic precess be- 
ginning in the maternal blood vessels which 
results in the death of the part supplied, with 
subsequent autolysis. LaVake then raises 
the question as to what is the cause cf the 
primary thrombosis. It is generally admitted 
that thrombosis in other parts of the body 
has an infectious basis. In support of this 
view, he quotes the work of MacLean (5) 
on the cause of thrombosis in abdominal] 
surgery, whose conclusion is that the “main 
contributory causes are, probably, a low grade 
infection, not of a sufficient virulence to be 
noticed clinically, and the slowing of the 
blood stream.” 

LaVake then goes on to show that in every 
case of eclampsia a focus of sepsis, either 
acute or chronic, can be demonstrated. This 
statement exactly coincides with my own 
experience which has been set forth in two 
papers (6 and 7) already published. 

There is, therefore, good ground for be- 
lieving that the co-existence of chronic sepsis 
with pre-eclamptic toxemia and eclampsia is 
more than a mere coincidence and that these 
foci are the source of the infection which 
causes the local thrombosis in maternal 
uterine blood vessels supplying the placenta 
with resulting infarcts. 
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I wish to refer again to a case reported by 
Cornell and Earle (8), the great importance 
of which in this connection will be self-evi- 
dent. In this case a hysterectomy was done 
on a uterus 2 months pregnant immediately 
following a bleeding spell or threatened mis- 
carriage. A careful pathological examination 
of this specimen with the placenta still 
in place’ in the uterus is reported as follows: 
“The only abnormal feature of this placenta 
is the abundance of necrotic areas in the 
decidua adjoining the intervillous space. The 
margin of these areas is densely infiltrated 
with leucocytes. . They show profound 
necrosis centrally, there may be some hzemor- 
rhage, and there is always a margin densely 
infiltrated with polymorphonuclear leuco- 
cytes. . . . Onesmallarea . . . . showed 
; . a villous with oedematous stroma. 
These observations point to a beginning abs- 
cess formation with spreading of infection to 
the ovum. Slides stained with Gram’s stain 
afford some inconclusive evidence of the 
presence of gram positive cocci but the his- 
tological appearance of the necrotic areas 
points clearly to their infectious origin.” 

This is in all probability a description of the 
earliest form of placental infarcts. To com- 
plete the picture, the history in this case 
states that the patient had been suffering 
from a “cold” for, 3 weeks preceding the 
uterine bleeding. 

Besides this case, there is much clinical] 
evidence of the relation between acute in- 
fection in the mouth and respiratory tract 
and miscarriage and threatened miscarriage. 

It has been my contention that if miscar- 
riage, threatened miscarriage, and premature 
births can be attributed to acute infection, 
it is a logical sequence that the same results 
may come from chronic or low grade sepsis 
wherever situated in the body. It is a logical] 
conclusion, therefore, assuming that the 
infarct is the result of hamatogenous in- 
fection of the placental site, that in certain 
cases the placenta will present a record of 
these acute infections or the moments of 
activity on the part of foci of chronic sepsis. 

I wish to report such a case and from it 
draw some further conclusions which I believe 
to be of great significance. 
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Patient, a primipara, age 28, family history 
negative, gave no history of scarlet fever or other 
serious illness but stated that she had not felt well 
for years. Her tonsils and adenoids had been re- 
moved at 12 years of age and she had not been 
subject to sore throats since. She had been subject, 
however, to severe occipital headaches, some 
neuralgia of the face and rheumatism of the shoul- 
ders. 

Her menstruation had been regular, last period 
March 7, 1920. On May 9, 1920, I was Called on 
account of uterine bleeding. There had been stain- 
ing on two previous occasions, on April 9, and May t. 
She complained of much nausea without vomiting 
and a great deal of soreness and pain in the lower 
abdomen for the past few days. She experienced 
pain in the lower abdomen when she took a long 
breath. 

Examination seemed imperative in spite of the 
presence ot bleeding, and I found a uterus enlarged 
to a two months’ pregnancy. On the left side was 
a tender mass the size of a small hen’s egg. There 
was tenderness in the right lower quadrant also. In 
consultation with Dr. Rose, an ether examination 
was obtained and the findings seemed to warrant 
opening the abdomen although the mass under 
ether felt Jess like an extra-uterine pregnancy than 
at the first examination. 

The mass proved to be a cystic ovary but the 
appendix showed definite inflammation with an en- 
larged tip. The appendix was removed. Recovery 
was uneventful and the nausea disappeared for a 
month. 

On June 7, she reported more nausea, severe 
headaches and aches all over. Believing that her 
past and present history suggested a focus of sepsis, 
X-rays were taken of her teeth. In the upper left 
Jateral region a large abscess was found with con- 
siderable necrosis cf the bone. Following the re- 
moval of this infected tooth and curettement of the 
bone, the patient developed a cervical discharge 
which required the wearing of a napkin. Under 
treatment this discharge cleared up in about 2 
months. 

It is interesting to note that the occipital head 
aches ceased one week after the extraction and 
did not return throughout her pregnancy. 

The pregnancy continued normal without rise of 
blood pressure or untoward symptoms until just as 
labor began, the patient called to state that she had 
just passed about an ounce of pure bright blood from 
her vagina. She hada normal delivery on December 8, 
1920, of a6 pound, 12 ounce baby. The baby showed 
a right congenital valgus. 

The placenta in this case was shaped as follows: 
The cord was attached at a point about one inch 
from the margin of the placenta. Along the edge 
nearest to the cord attachment were two white 
infarcts. The distance from the base of the cord to 
the edge ot the placenta opposite to the infarcts 
was about 7 inches. The general shape of the 


placenta was oval. The membranes were very com- 
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plete and showed the point of rupture to be at the 
cdge of the placenta at a point directly opposite to 
the two infarcts. There were no other infarcts 
visible in the placenta. 


Now let me apply the clinical events of 
this patient’s pregnancy to the findings in 
the placenta. At about 2 months we know 
that the patient had an active infection in her 
system as represented by the inflamed 
appendix. Corresponding to this time in the 
growth of the placenta we also find two in- 
farcts so situated in the placenta that they 
must have occurred at the edge of the 
placenta when the placenta was about 2 
months old. The presence of acute infection 
in the system at this time is therefore estab- 
lished. The damage done to the placenta at 
that time was sufficient to prevent the 
continued growth of the placenta in that 
direction. In order to compensate for the 
demands of the growing foetus, the placenta 
must necessarily enlarge in other directions. 
In this case we have evidence that the injury 
to the placenta was on its upper edge and that 
the compensating growth of the placenta was 
downward toward the lower uterine segment. 
This evidence is incontrovertible because the 
opening in the membranes was at the edge 
of the placenta farthest away from the 
cord, showing that the placenta at this point 
was near the cervix. The clinical history 
again corroborates this statement. You will 
remember that the labor was begun with 
actual bleeding, small in amount in this case 
but enough to be attributed to the presence 
of a low attached placenta. 

It has long been the belief that the asym- 
metrical placenta is a matter of no significance. 
DeLee in his textbook so states the situation. 
This case seems to contradict this view when 
interpreted on the basis of the infectious origin 
of infarcts. There is great importance in this 
view of the case for it will explain other clinica! 
phenomena. 

The frequency of antepartum hemorrhage 
associated with toxemia of pregnancy has 
long been a well established fact. Many such 
coincidences may be attributed to situations 
similar to the one shown. Even some of the 
cases of marginal placenta previa may be 
brought about in the same manner. Observa 
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tions with this view in mind ought soon to 
establish its truth. 

It is impossible to leave the discussion of 
this case without raising one other point. 
Was the appendix the primary focus of in- 
fection which sent bacteria into the blood 
stream of the mother to cause the infarcts, 
or was the infection of the appendix and the 
placental site simultaneous resulting from 
the chronic abscess in the teeth? 

Personally I believe the latter hypothesis 
to be the correct one and it agrees with 
Rosenow’s theory (g) that appendicitis is 
_ frequently a hematogenous infection. The 

infarcts were not caused in all probability by 
the extraction of the teeth because we have 
the evidence of the threatened miscarriage 
coincident with the acute inflammation of the 
appendix. In all probability this bleeding 
was the outward manifestation of the damage 
to the placenta which later appeared as the 
white infarct. 

The writer does not wish to imply that the 
interpretation of this case will explain all low 
attached placentas, or all antepartum hemor- 
rhages. It must be remembered that in order 
to reproduce such a case, the infection of the 
placental site must occur at its upper edge 
and be sufficient to stop its growth on that 
edge. Likewise, the primary attachment of 
the ovum to the uterine mucosa must be at a 
point low enough so that the downward 
growth of the placenta will reach the lower 
uterine segment. 

The most important feature of this case 
is that it clinically supports the contention 
that the placental infarct is of infectious 
origin and may come from a focus of chronic 
sepsis. 

It is a well known fact that the infarcted 
placenta is far more common than the one 
without infarcts. If these infarcts are of in- 
fectious origin, they present indisputable 
evidence of the presence of bacteria in the 
blood stream of the individual far in excess 
of any other evidence yet submitted. The 
importance of this fact is as great in general 
medicine and surgery as it is in obstetrics. 

The following is a report of a similar 
case which has occurred since writing this 
paper: 
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A multipara, age 27, had an appendectomy in 
1913. Her tonsils and adenoids were said to have 
been removed in the same year. Her obstetrical 
history is as follows: First pregnancy was a mis- 
carriage. Second pregnancy was an instrumental 
delivery at home. Baby weighed only 5'4 pounds. 
Headache and vomiting were present throughout 
this pregnancy. (The small weight of the baby and 
the symptoms probably mean a toxic pregnancy.) 

The third pregnancy occurred in 1916 and she had 
headache and vomiting throughout. One week 
before delivery she came to Memorial Hospital be- 
cause of facial paralysis on right side associated with 
soreness and swelling behind right ear. Blood 
pressure was 150-78; white count 25,000. Labor 
was induced by Voorhees bag and forceps delivery 
on account of pre-eclamptic condition. Baby 
weighed 8 pounds 10 ounces. Paralysis disappeared 
before discharge from hospital. Fourth pregnancy. 
First seen in out-patient department, July 6, 1920. 
Last period March 28, 1920. Complained of 
vomiting, headaches and blurred vision. Blood 
pressure was 104-74. During the last of June, she 
had an abscess opened in right ear. July 4, felt a 
great deal of pressure in pelvis and on July 5, passed 
a small amount of bright red blood. 

Examination showed that the ear had stopped 
discharging. There was a large amount of tonsillar 
tissue still present. There was also one devitalized 
molar on the lower right. Headache and vomiting 
persisted until the tonsils were removed on August 
20. Following the removal, the patient stated that 
she felt much better and throughout the rest of her 
pregnancy, she had only occasional headache with 
vomiting. Highest blood pressure recorded up to 
delivery 130-90. She had a marked leucorrhea re- 
quiring a napkin which began soon after the bleeding 
in July. This leucorrhoea had not existed previously. 

Patient had a normal delivery. The placenta 
showed the following characteristics: The cord 
attachment was near the edge of the placenta and 
along this edge was marked white infarction. The 
placenta was oval in shape and differed from the 
other placenta in that the long diameter was parallel 
to the infarcted edge. The opening of the mem- 
branes was about 3 inches from the edge of the 
placenta and opposite to the infarcted side of the 
placenta. 

Look at this patient’s whole obstetrical] 
history as a clinical entity. In each preg- 
nancy we find pathology. This pathology is 
all of a similar nature when viewed from the 
standpoint of chronic sepsis. We start in 1913 
with what was in all probability a_ tonsil 
clipping operation, an operation which is 
believed today to increase the pathology of 
the tonsil so treated. Here, therefore, is a 
focus of chronic sepsis at the start. Then 
follows a miscarriage; then two. toxic preg- 
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nancies, the second of which is accompanied 
by infection in the region of the right ear. 
Four years later another pregnancy is com- 
plicated by an active otitis media of the same 
var which is clinically followed by a threatened 
miscarriage. It is common knowledge that 
repeated ear infection is frequently due to 
chronic infection in the tonsils. Toxamia 
does not develop in this last pregnancy after 
removal of the tonsils. The placenta, how- 
ever, records the damage done at the end of 
the second month of pregnancy. Evidence 
of the time of this damage is shown by the 
bleeding on July 5, which was immediately 
preceded by the acute otitis media. 

Attention is also called to the appendec- 
tomies which appear in both these cases. 

CONCLUSIONS 

1. Placental infarcts are the results of 
hamatogenous infection of the uterine blood 
vessels, resulting in localized thrombosis. 

2. As such, they are a clinical record of the 
presence of bacteria in the blood stream of 
the pregnant woman. 

3. The injury done to the placental site, 
when it occurs in the early months of preg- 
nancy, may affect the shape of the placenta 
and thus account for certain of the com- 
plications of pregnancy. 
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4. The obstetrical history of the second 
case reported represents a clinical entity with 
chronic sepsis in the tonsils as the continuous 
etiological factor. 

5. Placental infarcts give more positive 
evidence and of greater value than blood 
culture methods of the presence of bacteria 
in the blood stream. 
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FYNHE surgical treatment of prolapse of the 
urethra is unsatisfactory: first, because an 
operation is done on the urethra, which 

as a rule is not the offending member, being only 

made so by some other condition such as cysto- 
cele, procidentia, urethral caruncle, etc.; second, 
because the operation is a delicate one and re- 
quires great skill to perform; third, because of 
the danger of cicatricial contraction and resultant 
stricture of the urethra. 

Knowing the value of fulguration in reducing 
cedema of the bladder and ureter, I used the 
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lig. 1. Application of fulguration for prolapse of the 
urethra. 


monopolar current on the case I wish to report, 
with most gratifying results. 


The patient is a large fleshy woman, widow, age 63; 
mother of one son, age 39; family history negative. She 
had an operation for hemorrhoids in 1890, one for fissure 
of the rectum in 1904, one for cystocele and laceration of 
cervix in 1908, one for cholecystitis (gall-bladder drained) 
and recurrent cystocele in 1915. 

The cystocele recurred one year later, but caused no 
special discomfort until the past year, when she had some 
backache and a sense of lack of support of the pelvic floor. 
December 1, 1920, she was in anelevator that dropped 
about 12 feet. This caused a severe pain in the urethra, 
and a few hours later there was a protrusion at the external 
meatus. This gradually increased in size and was accom- 
panied by pain, frequency, tenesmus, and the passage of 
blood-stained urine. Four days later, she came to Mem- 
phis. Upon examination I found a complete prolapse of 
the urethra as shown in the accompanying drawing. She 
was in constant pain; there was a serosanguinous dis- 
charge from the prolapsed mucous membrane, and urina- 
tion was frequent and excruciatingly painful. A tight 
band seemed to constrict the prolapsed portion of the 
urethra at the external meatus. A No. 14 F. soft rubber 
catheter passed, with some difficulty and much pain, into 
the bladder, but gentle palpation of the prolapsed mem- 
brane was unbearable. 

The fulguration electrode was placed at the four points 
of the compass as shown in the drawing, and the monopolar 
current applied for a few seconds at each point. 

Compresses, saturated with lead and opium lotion, were 
ordered and continued throughout the treatment. 

She was markedly relieved by the one fulguration, and 
slept better that night than at any time since the prolapse 
occurred. The next day she was greatly relieved and urina- 
tion was devoid of pain except for slight burning. 

After 7 days her condition was so much improved, ful- 
guration was repeated, and in another week all trace of 
the prolapsed membrane had disappeared and the urethra 
felt quite normal again. 


I can find no mention of the use of fulguration 
in the treatment of prolapse of the urethra in 
the literature to which I have had access, and as 
the only satisfactory treatment, heretofore, has 
been resection of the prolapsed mucous mem- 
brane, the simplicity and ease of application of 
the high frequency current and the successful 
result in this case make it worthy of report. 
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A THREAD-RETAINING NEEDLE 


By DUFF S. ALLEN, M.D., Sr. Louts 


From the Department of Surgery, Washington University 


SIMPLE needle that will net come un- 
threaded while being used is based upon 
the idea of two tapering slots which grasp 

a section of the suture and hold it taut by reason 
of the narrowest portion of the one being directed 
toward the narrowest portion of the other. The 
remainder of the needle is fashioned so as to 
prevent this grasp from being disturbed by manip- 
ulation and to allow for ease in threading the 
suture into the two slots. The drawings show 
this in detail: 

The split, x, in the end of the needle is at an 
angle of go° to slot 6. This is so arranged to form 
the guards which prevent the suture from slipping 
out of slot b, and so that when the suture is drawn 
into slot 6 and has spread it the split x still re- 
mains closed. The edges of both slots are rounded 
along their entire lengths—on both top and 
bottom sides of the needle—and this is continued 
as a groove across that solid portion of the 
needle which separates the two slots. This pre- 
vents cutting of the suture and also reduces the 
bulk of the needle. The needle may be either 
straight or curved. 

To thread the needle, pass the end of the suture 
through eye e and pull the suture down firmly 
into slot a, then snap the longer end of the suture 





Fig. 1. &E. Eye of needle; a and 3, slots of needle; x, 
split in end of needle; y, guard; g, groove. 


into slot 6 and, particularly with silk or linen, 
follow with the shorter end (Fig. 2). 

A serviceable needle that will not come un- 
threaded must embody three main principles; 
first, it must pass through the tissues without 
great difficulty; second, it must be easy to thread; 
and, third, it must hold the suture under all con- 
ditions. This needle, I believe, will fulfill all 
three of these requirements. 

In the first instance the largest portion of the 
needle is the eye e through which the end of the 
suture is passed. This need not, however, be 
larger than the eye of the ordinary needle. From 
this eye backward the size of the needle is 
governed by the amount of metal necessary to 
give the proper strength to grasp the suture. 
This has been found to be of such size that with 
the sutures in place no excessive enlargement 
results, for énough metal can be sacrificed to 
make the size of the needle here consistent with 
the size of the needle elsewhere. 

In the second instance we find the needle al- 
most as easily threaded as the ordinary needle. 
The only additional manipulation necessary is 
the snapping of one or both ends of the suture 
into the end of the needle. This requires only 
a second. It is so easily and simply done that no 
one will find it difficult. 

In the third instance the needle is so construct- 
ed that the suture becomes more firmly engaged 
as it is being used. By pulling the needle through 
the tissues the suture is pushed backward and 





Shows method of threading needle. 














downward into the slots which hold it. It is seen 
by microscopic examination of the used catgut 
suture that on either side of those portions of the 
suture which are compressed in the needle there 
is an enlargement in the suture which prevents its 
slipping through the slots. Thus it is found that 
even after the suture becomes moist with blood 
or other fluids, it becomes all the more firmly 
anchored in the needle. The slots in the needle 
are narrowed down to enable the same eye to 
grasp even the finest as well as the coarser 
sutures. The needle is designed so that the 
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suture will not become disengaged from it by 
pulling upon it from any angle. 

In addition, this needle sews more rapidly than 
the ordinary needle. With the single thread it is 
not necessary to catch the suture when pulling 
it through the tissue. With the same forceps 
which pulls the needle through the tissues to 
complete the stitch, the suture can be drawn 
through by traction on the needle without dis- 
engaging the forceps from it. Thus the needle is 
pulled through the tissues and the suture drawn 
tense with one movement of one hand. 





SURGICAL POSTOPERATIVE TREATMENT 


By R. V. B. SHIER, M.D., Toronto 


From the Surgical Clinic of Dr. F. N. G. Starr 


HE material for this paper has been derived 

from observations of surgical patients where 

careful attention to detail is carried out in 
this phase of our surgical therapy. It has been 
my privilege to study, in association with Dr. F. 
N. G. Starr and Dr. Roscoe R. Graham, twelve 
hundred postoperative cases during the last 12 
months. Certain definite lines of therapy have 
heen adopted, varied to the needs of the particu- 
lar case, but it is in reference to abdominal surgi- 
cal cases that these remarks are particularly 
directed. 

To be successful, hearty co-operation be:ween 
physician and surgeon is essential, and personal- 
ity, as well as sound judgment, counts for much. 
To us the doctrine of ' 


“masterly inactivity” is 
dangerous teaching—but fussiness is never desir- 
able. Mild cases, it is true, require little atten- 
tion, apart from what are usually considered 
unimportant details. However, every case of 
any magnitude requires close watching if good 
results are to be obtained. One will be repaid by 
a decrease in the mortality rate, as well as in the 
period of morbidity. 

Purgation the night before operation is harm- 
iul. The hospital and the operation are events 
in the patient’s lifetime. Rest and quiet to body 
and mind are the indications. Therefore do not 
let a dose of castor oil the night before deprive 
the patient of these essentials. A very satisfac- 
tory plan is to give a mild laxative two days 
before the date of operation, and on the evening 
before operation a simple enema, which is 
repeated the following morning. If the patient is 





nervous, and it is desirable to secure a good 
night’s sleep, sodium bromide 20 grains and 
chloral hydrate ro grains, or 1 grain of codeia 
may be given by mouth. If the patient is weak 
or exsanguinated, a preliminary transfusion of 
whole blood is of decided value. Failing this, an 
intravenous injection of tooo cubic centimeters 
of, 10 per cent glucose in normal saline is of 
decided value. The latter, being a monosaccharide, 
can be directly utilized as food, and is an admir- 
able substitute for whole blood in such instances. 
Gastro-enterostomy cases receive gastric lavage 
the night before and 1 hour previous to opera- 
tion. We do not give morphia and atropine as a 
routine before the anesthetic, on account of the 
risk of postoperative nausea. Another drawback 
is that pupil reflexes are lost as a guide to the 
anesthetist. 

During the operation, if shock is likely to be a 
prominent factor, we resort to the old time, 
interstitial, or normal saline at the commence- 
ment of the procedure. If there has been consid- 
erable blood loss, 6 per cent gum acacia is given in- 
travenously to the amount of 1ooo cubic centi- 
meters. To avoid reaction from this, the gum 
must be dissolved in freshly distilled water, and, 
of course, sterilize: 

For the first 3 or 4 days after an operation of 
any magnitude, there are as a rule three out- 
standing symptoms: (1) pain; (2) distention or 
meteorism; and (3) nausea and vomiting. If 
these are eliminated, there are very few other 
postoperative troubles. While routine orders are 
not favored, we have an order which applies 
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to all severe or moderately severe abdominal 
cases. The results which have been obtained 
since using this routine are its main justifica- 
tion. The order is as follows: morphia sulphate, 
4% grain and atropine sulphate 1-150 grain, 
hypodermically as necessary for pain or rest- 
lessness; strychnine sulphate, 1-30 grain, hypo- 
dermically every 4 hours for the first 48 hours; 
Murphy drip with glucose ro per cent, sodium 
bicarbonate, 5 per cent, with concentrated tinc- 
ture digitalis (B. & W.) 2 drachms to the first 
ro ounces. 

There can be but little doubt that morphine 
and atropine, in liberal doses, given during the 
first 24 hours, is the one combination par excellence 
for pain and restlessness. Mental and physical 
rest are so important, that remedies less reliable 
are a waste of time. Codein, while soothing to 
the nervous system, fails to relieve severe pain. 
Aspirin, so commonly used in conjunction with 
codein, tends to increase the nausea. The argu- 
ment that morphia encourages postoperative 
distention seems either to have been exaggerated, 
or our further postoperative measures combat 
its influence. A great deal of the trouble that 
opponents of morphine have experienced has 
been due to too small dosage. When morphia 
is used in sufficient dosage to relax spasm of 
the abdominal muscles and allow of painless 
contraction, the patient experiences little diffi- 
culty in expelling gas, and has no pain while so 
doing. We give strychnine mainly for its tonic 
action on the unstriated muscle fiber of the 
intestine—an important point in the prophy- 
laxis of distention. 

The second postoperative difficulty—meteor- 
ism or distention, is much easier to prevent than 
it is to cure. It is toward the prevention of this 
condition that we find digitalis so valuable. One 
has only to compare the patients operated upon 
before its use, with those of the past year, to 
appreciate the improvement. Just how digitalis 
prevents distention is open to discussion. Aside 
from its undoubted action on the heart and cir- 
culation, we feel that it has a direct action on the 
intestinal musculature, as well as through the 
vagus. After its use we have no difficulty in 
getting bowel action, and whereas formerly we 
prescribed pituitrin and eserine frequently, we 
now only occasionally use them. 

To illustrate this striking local action of digi- 
talis, we will quote the following case: 


A girl, age 25, was operated upon for stone in the 
common bile-duct, it being necessary to open the duo- 
denum. The postoperative course was stormy. Digitalis 


was not given in this case immediately after operation, 
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and distention and vomiting were severe. At the end of 
4 or 5 days the bowels having failed to react to purgatives 
and enemata of various kinds, we gave, per rectum, 2 
drachms of concentrated tincture of digitalis in 3 or 4 
ounces of water. Two hours later the patient had a 
copious bowel movement, and was greatly relieved. 

This is the only case where we have used digi- 
talis at this late period, for since adopting it as 
a constituent of the Murphy drip, and giving 
it immediately on the pitient’s return to bed, we 
have been able to avoid difficulties such as the 
above. At this juncture we wish to point out 
that to derive the most benefit, it is essential 
that it be started within the first hour of the 
patient’s return to bed—that the Murphy drip 
be not faster than 40 or 60 drops to the minute, 
and that only 8 or 10 ounces of solution be given, 
to insure absorption. After the 8 or 10 ounces 
are given, the drip is discontinued for 3 to 4 
hours, and repeated with glucose and soda alone. 
Another important point with regard to the use 
of digitalis is its value in preventing the 
tachycardia that occasionally follows cholecys- 
tectomy. Most surgeons have noted this alarm- 
ing and sometimes fatal complication. Since 
using digitalis, there has not been a single instance 
of this. 

In some cases, even with digitalis, one gets a 
moderate degree of meteorism. If such occurs, 
we use pituitary extract, 1 cubic centimeter, 
immediately followed by a 1.2.3. enema contain- 
ing turpentine, 1 drachm. It is important to give 
the two at the same time, or the pituitrin a few 
moments after the enema. The practice of pre- 
ceding the enema with the pituitrin by a period 
of 15 minutes is faulty, and the results not so 
good. Sometimes pituitrin fails to work, in 
which event eserine 1-50 grain every 2 hours 
for 3 doses may be used. It is strange, but never- 
theless a fact, that eserine acts best in those 
cases where pituitrin fails. 

We now come to another troublesome post- 
operative difficulty—nausea, often associated 
with vomiting. There are 5 types which require 
differential diagnoses in order to have successful 
results: first, anesthetic; second, acute dilata- 
tion of the stomach; third, obstructive; fourth, 
toxic; fifth, neurotic. We will discuss the differ- 
ential diagnoses and treatment of each variety 
in turn. 

1. Anaesthetic. This follows, if not imme- 
diately, in a few hours after the anesthetic. It is 
characterized by persistent nausea and the vomit- 
ing of any water taken, together with small quan- 
tities of bile. Even without treatment, it should 
be over in 48 hours, except in exceptional cases. 
If it is prolonged after the third day, one should 





























































be suspicious of the fifth, or neurotic variety. 
The treatment depends, in this as well as in any 
variety of vomiting, on whether the stomach 
completely empties itself or not. If there is 
reason to suspect that the stomach does not 
empty at each emesis, the stomach tube and a 
copious gastric lavage with weak sodium bicar- 
bonate solution are indicated. If the stomach 
empties, or is emptied by the tube, relief may be 
given by administering the following: 1 drachm 
peroxide, 6 drachms normal salt solution. 

If the first dose is vomited, repeat in a few 
moments. If this fails, a good plan is to add 
cocaine: 1 drachm peroxide, 6 drachms normal 
saline, 14 grain cocaine. 

This may be repeated in half an hour if vom- 
ited. Sometimes adrenalin and cocaine act well: 
adrenalin, 1:1000, minims 25; cocaine, 14 grain; 
normal saline, 2 ounces. 

To be repeated if the first dose is vomited. 

During the second 24 hours, a number are 
benefited by buttermilk or cofiee, and some by 
acid hydrochloric (dil) and bismuth. A remedy 
recently used is benzyl, benzoate of sodium. The 
dose is 15 minims, mixed with five times the 
quantity of go per cent alcohol. This is again 
given in 2 or 3 drachms of water, the mouth 
being immediately rinsed out. We have used 
this last remedy only a few times, and have found 
it of marked value. We allow our patients water 
in abundance, and find that it does not increase 
the vomiting, but adds greatly to the comfort of 
the patient. 

2. Acute gastric dilatation. This occurs after 
cholecystectomy more frequently than after 
any other operative procedure. It occurs also 
fairly often after removal of large ovarian cysts. 
It is characterized by the vomiting of olive green, 
foul-smelling material. Instead of vomiting 
naturally, this offensive material spills out over 
the patient’s chin. It occurs about the third or 
fourth day—sometimes earlier. It is easily mis- 
taken for intestinal obstruction, but as a rule 
occurs earlier in convalescence, and is not asso- 
ciated with pain. In cases of acute dilatation, on 
passing the tube after a vomiting spell, one 
obtains a couple of quarts of material, whereas 
in obstruction the stomach empties itself. As to 
treatment—there are only two things to do: 
repeated gastric lavage, and the right lateral 
position for the patient. These patients must 
be kept lying on the right side, and the stomach 
must be washed at least every 2 hours if a fatal 
result is to be avoided. It is in this type of 
vomiting that we are particularly partial to the 
use of the duodenal tube. It may be fastened in 
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by adhesive on the cheek. The nurse, in the 
absence of the house-surgeon, pumps the stom- 
ach at the 2-hour period. In the event of a 
duodenal tube not being available, an ordinary 
stomach tube passed each time is quite efficient, 
and has the advantage of being more easily 
passed than the duodenal tube. In a delirious 
patient it is almost impossible to pass the latter. 

3. Obstructive vomiting. This is as a rule early 
in convalescence from paralytic ileus, or later 
from bands or adhesions. If due to ileus, repeated 
lavage is necessary, but if due to organic causes, 
operation must be considered. It is interesting 
to note, in studying our cases, that by avoiding 
meteorism, as pointed out in this paper, the 
cases diagnosed as paralytic ileus are falling into 
small numbers. 

4. Toxic. This occurs after prostatectomies, 
and is an evidence of uremia. The element of 
acidosis in some of these cases must not be for- 
gotten. There is in the uremic type, increased 
non-protein nitrogen in the blood, and in those 
due to acidosis, an acetonuria. The indications 
are to flush the channels of elimination—by inter- 
stitial saline: epsom salts by mouth, if they can 
be retained at all, and glucose and soda intra- 
venously, or per rectum, preferably the former. 
Benzyl works best as a remedy by mouth. 

5. Neurotic vomiting. This occurs in two 
classes of individual—those who have had pre- 
vious anesthetics, and those who are overwise 
about anesthetic vomiting, as doctors and 
nurses. Any vomiting of the anesthetic type 
which persists after the third day is usually 
neurotic, and should be so treated. The remedy 
is sodium bromide 100 grains per rectum, or 
sodium bromide 80 grains, and chloral hydrate, 
40 grains, per rectum. Either may be repeated in 
4 or 5 hours. 

We usually give a dose of castor oil at the end 
of 48 hours. Daily bowel action thereafter is 
desirable, either by pill aloin, belladonna, strych- 
nine, and cascara, or liquid paraffin. Food is 
liquid or semisolid for the first 48 hours; after 
that the diet may be increased according to the 
individual case. Gastro-enterostomies are fed as 
any other case, usually put on malted milk; junket 
or custard on the second day. We rarely use 
morphine as a sedative after the first 36 hours. 
Other sedatives or hypnotics are used when 
indicated. 

The conclusion one arrives at is that post- 
operative therapy is important; that personality 
of nurse and doctor counts for much, and that 
morphia, digitalis, and a stomach tube are 
life-saving. 














Dr. Hollis E. Potter read a paper (by invitation) 
entitled “‘The Buckey Diaphragm Principle Applied 
to the Radiography of Deep Osseous Structures. ”’ 

Dr. Emil Beck read a paper entitled ‘“ Immunity 
Versus Disease.” 


TREATMENT OF FRACTURES OF FEMORAL DIA- 
PHYSIS IN CHILDREN UNDER TWELVE YEARS 


Dr. KELLOGG SPEED read a paper entitled “ Treat- 
ment of Fractures of the Femur in Children.” (See 
D. §27:) 

DISCUSSION 

Dr. FrepertckK G. Dyas: I have been associ- 
ated with Dr. Speed in this particular work, and I 
want to say something in regard to the Steinmann 
nail in adults. We have only had a limited number 
of cases recently, but in the last several years at 
the County Hospital and in military practice the 
Steinmann nail has been used considerably. While 
there is, theoretically, objection to the use of the 
nail from the standpoint of infection, and because 
it has the appearance of a brutal method of treat- 
ment, on the contrary it is a most comfortable type 
of traction, and the element of infection so far has 
proved negligible. The pin or nail is used not so 
much through the condyles of the femur as it is 
through the os calcis, and it may be put in very 
readily under local anaesthesia. One makes a 
wheal, then a percutaneous injection of the local 
anesthetic, and carries the needle down to the 
periosteum and beneath it. The periosteum is well 
injected before the tenotomy incision is made in the 
skin and the pin is grasped with ordinary artery 
forceps and conducted through the incision until 
it comes in contact with the bone and is knocked 
through with a hammer. Merely a local infiltration 
is made on the opposite side first. It is a good plan 
to have a sand bag or a piece of two-by-four, cov- 
cred with sterile towel on the opposite side to take 
up the shock of the hammer blows. It is surprising 
how easily the nail can be put through the bone. 
In introducing the nail into the os calcis one runs 
no risk because of the absence of a medullary cavity 
in the solid block of the os calcis. 

In the introduction of the nail through the con- 
dyles of the femur, one must be careful to avoid the 
epiphyseal line, for fear of interfering with the 
growth of the bone in a longitudinal direction after- 
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ward. It is desirable to put the nail on the shaft 
side of the epiphysis and yet to avoid the medullary 
cavity. The optimum time for the nail to remain in 
place is between 18 and 21 days. This is neither the 
minimum nor maximum time, but it is the optimum 
time for the nail to remain in sifu. If the nail is 
allowed to remain longer than 3 weeks, there is 
danger of its cutting through, as a knife would cut 
through soft tissue, by the process of pressurc 
necrosis. This pressure necrosis, if allowed to go 
on for a period of between 18 and 21 days, allows 
of easy removal of the nail without resorting to 
anesthesia. One merely paints the protruding parts 
of the nail with tincture of iodine to render it 
as sterile as possible, because a portion of it has 
to be drawn through the wound in extracting the 
nail. Having withdrawn the nail, one takes a medi- 
cine dropper and squirts the nail hole with iodine 
and closes up the wound with collodion, and the 
limb is put in a cast. 

There are one or two points about traction by the 
nail that I want to mention. One gets such excellent 
mechanical traction that there is danger of pulling 
the fragments apart, so that the necessary friction 
and irritation required to bring about enough 
hyperemia to insure good callus formation may be 
lacking, because the fragments are pulled apart by 
the excellence of the traction. That is something 
to be borne in mind. In addition to that, one 
should, as Dr. Speed has pointed out, have fre 
quent control with the X-ray, and with a portable 
machine that ought to be within the range of possi- 
bility in any well equipped hospital. The ordinary 
steel rods can be obtained in any hardware store, 
and it is advisable to get these of small diameter 
because a thick nail may split the bone, and becaus: 
the wire loop, which makes traction, is applied 
close to the point of exit of the nail in the bone, 
there is not much possibility of the nail bending. 
Therefore, one does not need a heavy nail. The 
Steinmann nail by unscrewing the two ends can br 
drawn out and the infected portion is not carried 
through the wound. In a rather considerabl 
number of cases we have had no infection. 

It is a good plan in making the tenotomy incision, 
before the introduction of the nail, to make trac 
tion on the skin in such a way that after the trac- 
tion is complete there may be no pull on the smal! 
incision, by the nail. This is easily done if one pay> 
a little attention to detail. No matter how much 



















traction is put on, there will be no pain, so far as 
the nail is concerned, if one will use a wooden 
spreader to keep the wire loops from impinging on 
the soft parts. The traction is much more com- 
fortable, generally speaking, when applied by means 
of the nail than it is in the ordinary way by means 
of adhesive plaster or with Sinclair glue. There is 
no excoriation of the skin. There is no pain con- 
nected with it, and the mechanical effect is to pull 
definitely upon the fragments whereas in making 
traction with Buck’s extension it is exactly com- 
parable to the pull made in pulling the leg by trac- 
tion upon the trouser leg, the application of trac- 
tion is not directly upon the fragment. I think nail 
extension occupies a mid position between the 
hazardous open operation upon bones and the 
frequently inefficient Buck’s extension. 

Dr. Epwarp H. WELp, Rockford, Illinois: 
I have been using the Steinmann nail through 
the os calcis for 6 or 8 years, but I have these nails 
made of highly polished steel. One end is so 
arranged as to fit in the drill. I have been using 
the nail in children from 714 up to 8% or 10 years 
of age. I drill a hole for the introduction of the nail 
and push the nail through, and have never had any 
trouble in cutting the bone. I have used it in 
twenty-five cases and have not had infection or 
any pain in its withdrawal. Sometimes I have used 
it in fractures below the knee; also in fractures 
above the knee and in combined fracture above and 
below the knee. In those cases in which it is neces- 
sary to put on a cast and secure ankylosis, the pull 
is so direct that it stretches the tendo achillis so 
much that when the nail is removed we have a 
nice ankle-joint. 

Dr. Paut F. Morr: I have been much inter- 
ested in Dr. Speed’s paper inasmuch as I saw and 
treated a large number of cases of fracture of the 
femur in children while I had charge of the chil- 
dren’s ward for several years at the Cook County 
Hospital. 

Dr. Speed is hardly fair to himself in classifying 
these cases according to the anatomical results. 
A good many will show the clinical results to be 
excellent, and after all the clinical result is what 
we are after, regardless to a certain extent of what 
the anatomical relation of the bone may be. A slight 
disparity in position of the bone in children is 
comparatively less important than in adults, because 
if there is a slight angulation or overriding, the 
growth in the bone as the child matures corrects 
that to a great extent. 

In my early days, when I had charge of these 
cases, we unfortunately had no portable X-ray 
apparatus, consequently it was out of the question 
{o put up cases the way Dr. Speed does, even if we 
knew exactly how to do it. 

In the latter part of my service I saw one or two 
cases that Dr. Speed had put up and I was anxious 
to try the method, but it seemed entirely unsatis- 
factory, as Dr. Speed has indicated, to put them 
in traction, and in 5 days take them down to see 
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whether the bones were in position by sending them 
up to the X-ray room. 

The method I have found most satisfactory is 
extension on a Hawley table. A method of treat- 
ing fractures of the femur in a child frequently 
employed and which seems to be one of choice with 
new internes at the County Hospital, is to put the 
leg up in vertical extension. Vertical extension is 
entirely out of place in older children. Dr. Speed 
has made the limit 4 years. I prefer not to put up in 
vertical extension any child who is over 2 years of 
age. After that time a good result may perhaps 
be obtained. Before the age of 2 I think it is an 
ideal method. 

Buck’s extension is to my mind entirely inade- 
quate. If we put a child up in Buck’s extension 
carefully today, the chances are that when we go to 
see the child 24 to 48 hours later, every careful 
arrangement has been destroyed almost entirely, 
and Buck’s extension might just as well not have 
been applied. My instructions are that all chil- 
dren under 2 years of age be put up in vertical 
extension. In those over 2 years we immobilize 
them by placing them on a Hawley table and apply- 
ing a cast as soon as possible after they come in. 
A child should not be allowed to move around for 
2 or 3 days without traction on. If early reduction 
is made and the child is placed in a cast, in many 
cases a good result will be obtained as far as reduc- 
tion is concerned. 

I agree with what Dr. Speed has said in regard to 
rapid development of callus. In a child with a frac- 
ture of the femur a large amount of callus is present 
at the end of 2 weeks and one is astonished, if later 
an open reduction is necessary, even when a patient 
has been put up on a Hawley table and a consid- 
erable amount of traction has been applied, to find 
that traction has not reduced the overriding to any 
great extent, and that considerable leverage and 
cutting away of callus is necessary to get the bones 
in alignment. 

If a portable X-ray machine is to be had, it seems 
to me the application of continuous traction is 
much superior to the application of a body cast. 
I think the body cast is the next best thing when 
we cannot get a portable X-ray machine. 

Dr. WILLIAM FULLER: Since Dr. Speed men- 
tioned the Lane plate in the treatment of fractures 
I would like to say a word on that point. The indi- 
cations for use of the plate are growing less and less, 
especially in the minds of American surgeons. That 
it yet has a place, particularly in fractures of the 
more deeply seated long bones of the adult, can not 
be gainsaid. In some rare instances among the 
fractures just mentioned the Lane plate will serve 
the surgeon’s purpose admirably; perhaps more 
effectively than will any device yet known. 

The prompt and satisfactory healing of a wound 
covering a Lane plate provides or leaves no indica- 
tion for its immediate removal. Should such indi- 
cations remotely arise they will be outspoken and 
unmistakable and will leave no doubt in the sur- 
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geon’s mind as to the proper course to be taken. 
Moreover, fistulous tracks leading to the plate with 
other evidence of its exact location, will make the 
operation comparatively safe and easy. 

The removal of a Lane plate before it gives 
trouble may be a procedure more difficult than its 
introduction. In many instances it is completely 
covered by hard callus with no positive evidence as 
to its exact location which alone makes the finding 
of the plate very difficult. I have witnessed a fail- 
ure to locate a plate covered by dense hard callus, 
and have seen by the X-ray, plates so deeply cov- 
ered by new bone, that the surgeon would hesitate, 
without the best reasons, to attempt their removal. 

I have a few patients, among adults and young 
people alike, whose fractures seemed at the time to 
call for the use of the Lane plates as they were 
popular at that time. Some of these plates have 
been in more than 10 years and have caused no 
trouble; and it would appear that their removal 
should be considered only when trouble arises; not 
before. 

Dr. SPEED (closing the discussion): We have had 
a number of children with rickets in this number, 
and no child with rickets has failed to develop callus 
normally and at the usual rate of speed. That is 
one observation we made during the year. 

Do not understand from what Dr. Dyas has said 
that we use a Steinmann nail through the os calcis 
of children, because a child of 11 years of age has 
not much os calcis. There is nothing to put a nail 
through, and it would soon pull through to the 
fascia. It is all right in the adult. There are cer- 
tain rules for using the Steinmann nail. If a frac- 
ture of the femur is reduced quite early on a frac- 
ture table and the cast applied, what will happen? 
Underneath the cast the muscles contract and 
continue to act. It is impossible to avoid that. 
You cannot put on extension in the longitudinal 
axis with plaster cast that will continue to act. 
If you put on enough to make the foot black as 
you are putting on the cast, what is going to hap- 
pen? The circulation of the foot will be interfered 
with, so you will have to cut the cast. If you do not 
cut the cast, it will shrink and draw up, and you 
have no mechanical extension in the longitudinal 
axis with the cast. If you take a roentgenogram 
2 days after reducing a fracture that has been 
placed in a body cast, you may have a fair result. 
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Take a roentgenogram to days later, and see what 
you get. You have a resumption of the original 
deformity. The only exception is when the serrated 
edges have locked. Then you will not get shorten- 
ing and overriding but an angular deformity. 
In using continuous traction, which the very best 
heads in the world acknowledge is the way of treat- 
ing fractures of the femur, you have a constant 
fight against these muscles every minute. It lasts 
for days and days, and the callus forms, and after 
3 weeks you can take the limb down and protect 
it from bending, and your maximum result is 
obtained. This is a short method, it is a sure 
method, and a controllable method. The portable 
X-ray permits constant checking of results. 

With reference to the Lane plate, I have not used 
one on bones for years. I abominate them. They 
are all right for irreducible and long standing trans 
verse fractures. I have put in a few that I thought 
would last 10 years, but they came out or were 
taken out after 5 years. I do not think a Lane plate 
has any use on a child’s femur. If you can get a 
fair result by other methods, it is much better than 
putting ina Lane plate. I have not operated on one 
of this series of cases of fracture of the femur. In an- 
other series not yet reported all were operated upon. 
During my absence in Europe last summer one child 
in the ward was operated upon, with a fatal result. 
One other was plated with the result that the child 
developed a severe osteomyelitis, and it will take years 
for the child to get over it. No child has died in this 
series cared for by non-operative treatment. Some of 
the results have not been quite as good as they should 
be, but according to Wolff’s law, the bone in most 
cases will mold itself and eventually there will be 
a fair functional result. The anatomical results are 
nothing compared with the functional results. Ii 
Lane plates are put on a child’s femur, they should 
be left on for 6 weeks, for at that time callus will 
have formed and no further use of the Lane plate is 
needed. If a Lane plate is allowed to remain for 5 
years you may have to take it out by chiseling 
away bone around it, but if you take it out at the 
end of 6 weeks, it will come out easily. 

I am very glad to see that a conservative atti- 
tude has been taken in regard to the treatment of 
these cases. We have made a careful study of them. 
I have devoted an enormous amount of time to them 
and have given you the results as they really are. 
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RUPTURED UTERUS——ABLATIO PLACENTZ® 


Dr. C. E. Pappock: While I hesitate to report a 
case without the laboratory findings—in each of 
these instances the specimens were unfortunately 
destroyed—I record the following cases, because of 
the infrequency of their occurrence: 

The first case is as follows: Mrs. A. para-II, 
pregnancy at term, entered St. Luke’s hospital in 
labor. The labor proceeded normally with the child 
in the first position, occipitolevo-anterior, head 
above inlet, heart-tones normal, and the rem- 
branes unruptured. After about 2 hours of seeming 
normal progress of the first stage of labor the 
patient was seized with severe pains in the abdomen, 
the uterine ovoid changed to an irregular mass, 
and the pulse became weak. The patient was re- 
moved to the operating room and the abdomen 
opened. The operation showed the foetus partially 
in the abdominal cavity, the fundus fairly con- 
tracted, the placenta partially separated, and a 
tear extending through the left side of the lower 
uterine segment into the left broad ligament. I 
removed the foetus, dead, did a hysterectomy, and 
the mother made an uneventful recovery. 

The report of the second case is as follows: The 
patient was para-II, age 34, in labor at term, vertex 
presentation, foetal heart-tones normal. Up to 
this time the pregnancy had been uneventful with 
the exception of an attack of indigestion about 3 
weeks previous to the beginning of labor. The attack 
was followed by a slight trace of albumin, and a 
blood-pressure of 120-70. The labor began at 12:00 
p.m. and I went to the hospital with the case. 
Labor, with severe pains, continued for about an 
hour, without effect upon the cervix. As the pains 
increased in severity, I gave nitrous oxid gas an- 
wsthesia. The abdomen was tense and painfully 
tender to the touch, and a slight spurt of blood 
appeared at the vulva. I made a diagnosis of separa- 
tion of the placenta. The pulse and general condi- 
tion of the patient were not bad. With the least 
loss of time possible for preparation, I did a cesarean 
section under gas-ether anesthesia. After opening 
the abdomen I found the uterus very tense, and the 
incision let out a flood of blood, liquor amnion, and 
the placenta. I expected a dead baby, but artificial 

respiration brought it to, and it is now living. 
The mother’s condition was for a time serious, 
owing to the hemorrhage, but she finally made a 
complete recovery. 

These two cases illustrate some of the pitfalls of 
parturition, and the necessity of the physician in 
charge being within immediate reach. When a child 
or mother, or both, are sacrificed in such cases it 





usually is the fault of the physician. If he is with 
the case he can make his diagnosis and meet the 
emergencies as they arise. Sometimes there are 
evidences that point to such a condition that helps 
one to make a diagnosis. Often a prolonged labor 
with a disproportion between the head of the child 
and the pelvis, or a malposition, or malformation of 
the foetus will cause a rupture. But sometimes, as in 
these two cases, there is no indication of the condi- 
tion until the last moment and if the physician is 
not with his case he will lose one or both of the lives 
intrusted to his care. So let me repeat for the benefit 
of the student of obstetrics; have your case in the 
hospital under your observation, from the begin- 
ning of labor to its termination; and after 30 years 
of practice you may see a case like the second re- 
ported; if you do, and if you save both mother and 
child because you’re on the job, you’ll have some- 
thing to be grateful for! 


TUBERCULAR INFILTRATION OF INTESTINES 


Dr. ALBERT GOLDSPOHN presented the reports 
of two cases together with the specimens, the ter- 
minal ileum, cecum and ascending colon, which 
were removed in each case for extensive tubercular 
infiltration and ulceration. Both cases present 
interesting clinical features. The first case, a nurse 
in training, age 28, had had the cecum, appendix, 
and 8 inches of ileum removed for tubercular 
disease, at the Mayo Clinic 6 years previously; a year 
later, she was there aspirated twice for pleuritic 
exudate. After that, it seems that her health became 
fairly good until about a year preceding this second 
operation upon the colon. The leading symptoms 
during that year were constipation with pain alter- 
nating with diarrhoea, occult blood that l!ater 
frequently became grossly visible in the stools and 
progressively increasing anemia and emaciation 
with a hectic temperature. A local tumefaction 
was palpable. At the previous operation an end- 
to-side anastomesis with a Murphy button had 
been made between the ileum and ascending colon, 
at a point some distance from its closed end, thus 
making a new cecum. This had become much 
enlarged in depth and width. Its walls and mesen- 
tery were much thickened; and in its bottom were 
large tubercular ulcers covered with blood. The 
button anastomosis had resulted in a stenosis with 
a corresponding dilatation and hypertrophy of the 
proximal ileum which was larger than the upper 
pertion of the ascending colon. After extirpation 
of the secondary large cecal pouch, 6 inches in 
depth, with 6 inches of ileum and 4 inches of ascend- 
ing colon, I made an end-to-side anastomosis with a 







SS 


<n e  e 





Ss 























566 SURGERY, GYNECOLOGY AND OBSTETRICS 


Murphy button between the ileum and transverse 
colon according to an ingenious suggestion of Dr. 
Charles Mayo, in which the closed end of colon and 
the stitches that chiefly secured its closure were 
adjusted extraperitoneally but within the layers 
of the abdominal wall in the upper end of the incision 
in such a manner that they could become accessible 
beneath the skin and superficial tissues, in case it 
became desirable to open them up to relieve disten- 
tion from gas that chiefly endangers anastomoses 
upon the large bowel during the after-treatment. 
The case progressed normally until the ninth day, 
when, after an enema, this tentative closure of the 
colon gave way and most of the intestinal contents 
were discharged at that point for four days, when 
the normal passage was resumed and successfully 
assisted for a time, by plugging of the fistulous open- 
ing with firm bismuth paste. After that, the case 
progressed normally, except that the Murphy but- 
ton did not come away. X-ray showed it lying in 
the bottom of a downward bend of the transverse 
colon; and it would not ascend with the fecal 
current to pass through the normally fixed splenic 
flexure of the colon. After observing this for nearly 
2 months I took it out by special incisions. After 
that, the convalescence was smooth; and the patient 
has recovered good health. 

The second patient was a girl, age 23, a stenog- 
rapher. She was sick several months before opera- 
tion. The leading features during the last 6 weeks of 
this time were very defective alimentation, blood in 
the stools all the time, and sometimes plainly visible, 
hectic temperature, marked anemia, local tender- 
ness and a palpable tumefaction. Hospital care 
and feeding did not improve her condition enough 
to warrant undertaking a formidable operation, 
until about 8 ounces of pure whole blood had been 
transfused into her three times at intervals of 2 to 
3 days, by Dr. Abelmann. This stopped the bleed- 
ing and improved her condition markedly. The 
operation was then ventured in which this other 
specimen was obtained. It consists of 4 inches of 
terminal ileum and 13 inches of ca@cum and ascend- 
ing colon. It shows many ulcerations in these parts 
with much thickening of adjacent wall of the bowel. 
Enlarged glands were numerous in the mesentery 
and miliary tubercules abounded. An end-to-end 
anastomosis with bicircular enterorrhaphy was 
made between the ileum and transverse colon and 
enveloped with omentum. Danger from gas disten- 
tion was guarded against in this case, by a soft- 
rubber tube with about a half-inch lumen, that 
was passed up the rectum through the sigmoid and 
descending colon into the transverse colon, and held 
there for 10 days. Regular feedings with about 8 
ounces of normal salt-solution with glucose through 
this tube about every 4 hours, kept its lumen from 
becoming clogged; and it served quite satisfactorily 
as a vent for gas. Convalescence in this case was 
slow chiefly owing to remnants of tubercular in- 
filtrations and enlarged glands in the root of the 
mesentery that could not be removed, and also 


owing to a late secondary opening and discharge 
from a part of the primarily healed wound, from 
infection of the same kind; but after 8 months she 
had gained quite good health. 


ABELMANN METHOD OF BLOOD INSTILLMENT 


Dr. HENRY W. ABELMANN: Being the originator 
of a new method of transferring blood as well as of 
a new method of testing its compatibility (biologi- 
cally), I have naturally had considerable experience 
in transfusion work. Finding the word _ blood- 
transfusion not so applicable to my way of trans- 
ferring blood, I prefer to have it known as the 
“Abelmann Method of Blood-Instillment.”” The 
reason for making this distinction is that by this 
method the recipient as well as the donor is safe- 
guarded by giving and taking only small quantities 
of blood (120 cubic centimeter), at regular intervals 
(4 to 6 days), and also by testing for the blood com- 
patibility by a clinical (biologic) test rather than 
by laboratory means (blood-grouping). My test 
consists in a trial introduction of a few drops of 
blood and then waiting and carefully observing for 
a number of minutes for any abnormal phenomena 
that usually appear at once in cases of incompati- 
bility before harmful amounts of blood have been 
introduced. According to the recorded experience 
of other operators, the laboratory tests have not 
been so reliable in guarding against fatalities; while 
this blood-instillment is a safe and simple pro- 
cedure and brings about better therapeutic results. 
As to the hemostatic effect, I had the case of a 
physician who was operated upon for tuberculosis 
of the mastoid, accompanied with tubercular 
lymph-glands of the neck as well as tuberculosis 
of the lungs. The patient seemed in a dying condition 
when I was called to see him, as he had developed 
a pulmonary hemorrhage a few days after the 
operation. I instilled blood which stopped the 
bleeding almost at once, and repeated it six times at 
regular intervals. Six weeks after blood instillment 
the mastoid was healed, the lymph tumors had dis- 
appeared, and the patient gained much in weight 
and strength, with marked improvement in the lung 
condition. Another equally interesting case of this 
kind is that of repeated hemorrhages into the 
retina. I was called in at a time when all other 
means had failed and the patient was already blind 
in one eye from detachment of the retina. The blood 
instillment again proved its worth in checking the 
hemorrhages as well as in saving the sight of the 
eye. I could cite numerous other cases if time would 
permit; but in closing I wish to observe that | 
think my method is one of the safest, as I have never 
had a fatality from blood incompatibility in over 
three thousand blood instillments. 


DISCUSSION 
Dr. ArtHUR H. Curtis: I would like to know 
whether in the last patient in whom Dr. Gold 
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spohn did an end-to-end anastomosis he invaginated 
the portion of the bowel that was anastomosed? 
Second, were the bowels permitted to move within 
2 or 3 days, or were there no movements through 
catharsis for a considerable time? 

Dr. A. GoLpsPOoHN, closing discussion: Answer- 
ing the inquiries of Dr. Curtis, I will say that no 
invagination was made in connection with this 
circular enterorrhaphy. The difference in size of the 
two bowel openings was not great. It was overcome 
mostly by cutting the end of the smaller one on a 
bevel and by placing the stitches on the side of the 
large bowel a trifle farther apart than on the other 
side. Regarding bowel movements after operation: 
nothing was done to invite them for about 12 
days aside from the fecal matter that was dis- 
charged with the gas and water through the tube 
in the bowel, that was regularly flushed out with 
normal salt-solution and left uncorked about half 
of the time between the feedings. 


TRANSPLANTATION OF OVARIES 


Dr. S. S. Scuocuet: I wish to record two obser- 
vations on the transplantation of ovaries. In the 
eye of this pregnant rabbit is a transplanted ovary 
(a quadrant) which shows no evidence of ovulation. 
This concurs in part with the theory of L. Frankel. 
The second specimen is an artificially fertilized 
ovum, from a transplanted ovary and tube, an 
ectopic pregnancy. I simply wish to record this 
work with the hope of being able to present a 
more detailed report at a later date. There are a 
number of factors that have not been made clear, 
and explanations at this time would only cloud 
the problem. 


RUPTURE OF THE UTERUS 


Dr. D. S. Hituis: I wish to report a case of 
rupture of the uterus and show this specimen, partly 
because of its rather unusual interest and partly 
to illustrate the efficiency of the caesarean section 
scar in the operation first done by our colleague, 
Dr. Charles E. Paddock. 

The patient is a colored woman, 36 to 38 years 
old, with a history of two spontaneous deliveries. 
One year ago she was delivered by cesarean section 
at St. Luke’s Hospital by Dr. Paddock. She was 
admitted to County Hospital 3 days ago, pregnant 
at term, with the uterus in tetanic contraction. 
There was extreme tenderness over all the abdomen 
and it was impossible to make out the foetal parts. 
The patient was in shock and no labor pains were 
present. Two internes observed heart-tones at the 
rate of 144. A diagnosis of threatened rupture of 
the uterus was made. The patient was given a full 
dose of morphine. When I saw the patient an hour 
later, diagnosis of threatened rupture of the uterus 
was confirmed. Upon catheterization at this time, 
the first show of blood appeared at the vulva. Heart- 
tones were not listened for on account of the urgency 


of the situation. An incision was made through the 
mid-line and a considerable number of adhesions 
were found, indicating a previous peritonitis. When 
the abdominal cavity was opened free blood was 
found. The anterior wall of the upper part of the 
uterus was normal, but at the junction of the lower 
uterine segment with the body of the uterus a tear 
was found, extending from a little to the right of the 
mid-line toward the left into the broad ligament. 
The left broad ligament contained a hematoma, 
about the size of my fist. Through this opening the 
hand passed easily into the uterine cavity where 
foetal parts could be felt. No caesarean section scar 
was visible on the anterior wall of the uterus. A 
dead baby was removed through an anterior inci- 
sion, and there was some difficulty in getting the 
head up through a contraction ring, just above the 
lower uterine segment. The baby weighed about 
8 pounds. 

I do not know the cause of the rupture, as a clear 
history was not obtainable, and the pelvis showed no 
marked contraction, neither is it clear exactly when 
this uterus ruptured. I do not know the indication 
for the previous cesarean section; whatever it was, 
it was evidently a valid one. I am unable to find 
any sign of the scar of this previous cesarean in this 
specimen, and it is to emphasize the point that the 
uterine scar did not rupture that I report the case. 


DISCUSSION 


Dr. CHARLES E. Pappock: Dr. Hillis’ re- 
marks might give one the impression that there was 
something wrong either with my technique or judg- 
ment in operating upon the case he reports. I can- 
not recall the case now but I think he will conclude 
that I had good and sufficient reason. He says he 
does not know why the uterus ruptured and the fact 
that it ruptured, but not through the old scar, vin- 
dicates me because there must either be a contracted 
pelvis or some obstruction to the inlet. 

Dr. N. Sproat HEANEY: This is an extremely 
interesting case. The old caesarean scar held and 
the rupture occurred where rupture of the uterus 
is predisposed to occur—in the lower uterine segment. 
I would like to know if Dr. DeLee thinks that the 
patient might not have had a rupture if the caesarean 
had been performed in the lower uterine segment 
the last time, or whether the rupture would have 
been larger or if it would have been influenced 
in any way by having had a lower uterine segment 
cesarean section instead of a classical. 

Dr. JosepH L. BAER: I should like to bring before 
the Society the name of our late lamented member, 
Dr. Stowe who often spoke of the lower uterine 
segment as the most frequent point of rupture. 
That, I think, conforms to the literature in general. 
We have learned in late version where there has 
been loss of liquor amnii for some time and we still 
feel justified in the attempt, to pass a hand up on 
the side of the occiput and allow the hand to remain 
as a splint for the thin uterine wall, we thus prevent 
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the occiput from rupturing through the weak spot, 
that is, the lower uterine segment. 

Dr. JosepH B. DeELEE: There have been several 
thousand vaginal caesarean sections performed and 
several thousand transverse peritoneal caesarean 
sections performed. Up to date I have been able to 
find only two cases of rupture of the uterus reported. 
In these two cases the portion of the scar that was on 
the fundus uteri ruptured but nowhere else. A 
third typical case was reported where after low 
cervical cwsarean a rupture of the uterus occurred, 
but not in the scar; it was in the same location as in 
the case reported by Dr. Hillis, at the side of the 
uterus. In other words, the scar held. 

Dr. THEODORE J. DOEDERLEIN: I had occasion 
to do a cesarean section in a case where there had 
been previous section and the scar held tightly; so 
the rupture does not often occur in the scar. 


ASPECTS OF 
PREGNANCY 


SEQUEL AND LATER TOXIC 


ALBUMINURIAS OF 


Dr. Harotp K. Gipson read a paper entitled: 
“The Sequelae and Later Aspects of the Toxic 
Albuminurias of Pregnancy. (See p. 513.) 


DISCUSSION 

Dr. C. S. Bacon: Iam particularly interested in 
the question of the development of the kidney lesions 
during pregnancy. I have discussed this matter 
with Williams several times but have not been able 
to agree with him in his position that the continued 
presence of an albuminuria shows that a nephritis 
existed before the pregnancy. Because of Williams’ 
position in the matter I have given most careful 
study to all cases. In some cases there was, during 
childhood, the possibility of nephritis from scarlet 
fever or other illness, but in a number of cases where 
kidney examination was made before the pregnancy, 
there was no sign of kidney lesion, and as the kidney 
lesion remained after the pregnancy I feel perfectly 
convinced that it was developed during pregnancy 
and remained afterward. Now that is, I believe, 
an important factor in the question of prognosis, as to 
its possible existence in future pregnancies. In those 
cases in which all of the kidney symptoms cleared up 
during the puerperium there is undoubtedly the same 
danger of eclampsia in subsequent pregnancies, 
as there was before. But all these facts by no means 
lead to the conclusion that subsequent pregnancy 
ought to be prohibited. They simply lead to un- 
usually careful observation and care of the patient 
during pregnancy. That is, to me, the most im- 
portant point. 

Dr. THEODORE J. DOEDERLEIN: In my immediate 
relationship I have two cases of albuminuria, and 
one of the patients had very severe convulsions the 
first time. Since then they have both had children. 
The question arises, would it be justifiable to allow 
these women to go through another confinement? 
The probability is that both of them will have to 
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undergo an operation for retroflexion and I am won- 
dering whether it is justifiable to sterilize them. 
Both of them have had what seem to me toxemia 
headaches and I am much in a quandary as to the 
advisability of sterilization. They are both young 
women, one with 3 children, the other with 2, and 
they would not like to be sterilized unless it is 
absolutely necessary. In other cases I have had 
repeated pregnancies after severe eclampsia and 
albuminuria, but the toxemia headaches are always 
there. 

Dr. Emit Ries: If it was at all necessary to 
emphasize our present state of insufficient knowl- 
edge of albuminuria or nephritis in pregnancy I 
think Dr. Gibson’s paper did that very successfully. 
In the course of his paper the terms “‘nephritis,”’ 
“albuminuria” and “‘ pregnancy kidney” have come 
up as if they were interchangeable. They should not 
be. Albuminuria and nephritis are two different 
things. Nephritis might produce albuminuria, but 
albuminuria is not necessarily connected with 
nephritis. Further, albuminuria is not necessarily 
a forerunner of eclampsia. 

I would like to see emphasized more that as a 
rule little or nothing is known about the kidney 
history of the pregnant woman when she first 
comes for an examination. If, during the examina- 
tion, albuminuria and casts are discovered in that 
woman’s urine it is difficult to tell whether the con- 
dition arises during pregnancy or whether it was 
present before. If you look at the history of chronic 
nephritics you do not, as a rule, find that they 
have nephritis every day of their life for years and 
years. They often have long periods of apparent 
health. If a woman does show some albumin, there 
may not be any albumin in her urine at other times 
and unless the condition of her urine has been in- 
vestigated on previous occasions, the first examina 
tion during pregnancy often leaves her true condi 
tion uncertain as to pre-existing nephritis. 

I wish to emphasize again what Dr. Gibson has 
emphasized, that the really chronic nephritic 
hardly ever becomes an eclamptic. And there is 
another thing which is important and apparently 
certain, which I have had occasion to confirm my- 
self in examinations made 31 years ago concerning 
the urine in pregnancy. Thirty-one years ago | 
wrote a thesis on nephritis in pregnancy and tried 
to work up the patient’s history before the eclamp- 
sia. I worked in an institution where they received 
pregnant women for months and months before 
confinement, and where we had an opportunity to 
examine the urine daily, 24 hour specimens if neces- 
sary. Out of the hundreds I examined at that time 
there was just one who showed albumin 3 days 
before confinement and had eclampsia. One other 
woman developed albuminuria and eclampsia during 
the labor and was absolutely free until labor. Ot 
all the nephritics, of all patients who had signs of 
chronic nephritis on numerous examinations before 
the labor, showing urine with albumin and casts 
and sometimes blood, none became eclamptic. | 
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can also state that those who were nephritics before 
labor were nephritics afterward, that those with 
eclampsia were free from albumin the day after 
labor, and subsequent examinations weeks after- 
ward showed no damage to the kidney, that those 
who developed what was called in those days 
‘pregnancy kidney” and who did not develop any 
eclampsia, as a rule showed no more albumin or 
casts after the puerperium, while only one con- 
tinued to show casts and albumin at times. This 
last one was a patient in whom we could not be 
sure whether she had been a nephritic before she 
became pregnant. 

One of those who had eclampsia went through 
labor 2 years afterward without eclampsia. There- 
fore, eclampsia once does not mean eclampsia the 
next time. I think we do not know what albuminuria 
in pregnancy means, that we do not know what a 
‘pregnancy kidney”” means. A woman may devel- 
op albumin in labor, but it is also well known that 
cpileptics are apt to show albuminuria after attacks. 
All this is important, but there is a tendency—as 
was so well brought out in Dr. Doederlein’s dis- 
cussion—to draw conclusions from _ insufficient 
evidence. For practical purposes it must be stated 
that if we do not know whether albuminuria is apt 
to recur we do not know what our attitude should 
be in regard to the future of the case. If we know 
that a woman with albuminuria during pregnancy 
and labor is not apt to have it in the next pregnancy 
we should not deny her a subsequent pregnancy. 
As a matter of fact, the larger the series of cases you 
observe the fewer cases you find where a woman is 
eclamptic twice. 

I have heard so much about the treatment of 
“pregnancy kidney” and albuminuria, and it has 
seemed to make so little difference that I have be- 
come a skeptic. It might almost seem that eclampsia 
is an infectious disease; it is a disease that is asso- 
ciated with fever; it occurs in groups like an epi- 
demic; it is a disease that is usually self-limited, 
whether we treat it or not. It is a disease that is 
associated with changes in the kidney such as you 
find in any acute infectious disease—you can find 
the same kind of albumin, and the same kind of casts 
and the same kind of blood. The fact that it is 
associated with kidney symptoms does not mean 
that the kidney is the cause of the disease—any 
more than the kidney changes are the cause of scarlet 
lever, just because the patient may have albuminuria 
during scarlet fever. It is quite conceivable that the 
eclampsia and the kidney changes are due to a 
common cause. 

Dr. Rupotpu W. Hotmes: The more I view the 
matter of the toxemias of pregnancy, the more 
skeptical I am that there are typical pictures of 
albuminuria, kidney of pregnancy, and eclampsia. 
here are undoubtedly many substances produced 
by the pregnancy which may cause troubles pro- 
ducing the symptom-complex of these three, now 
considered, entities: that they are distinct entities, 
or merely phases of one and the same disease, is 


still a moot question in my mind. A priori, there 
must be a number of complex substances produced in 
and by the pregnancy which cause the diseases 
above mentioned. On a number of occasions I had 
almost convinced myself that I had one or the other 
of the lesser complications by the train of symptoms 
only to be disillusioned by the manifestation of 
eclampsia. I am sure all have had that experience. 
A precision in diagnosis only will come by the 
proven isolation of the offending factor. 

I have a very definite conclusion that of those 
eclampsias I have had, or those who had eclampsia 
in previous pregnancies attended by other physi- 
cians, went through their subsequent pregnancies 
and labors without recurrence. I have had only one 
woman who had a recurrence, and she had a previa 
and toxic symptoms in her first pregnancy; a marked 
toxemia in her second, necessitating an interruption 
after the seventh month; in her third pregnancy, 
symptoms developed so early that it was necessary 
to empty the uterus by the third month; and in her 
last pregnancy she had marked toxic findings which 
demanded a premature labor, saving mother and 
child. The infant weighed just under 3 pounds. 
My conclusion is that eclampsia does not predis- 
pose a woman to the same malady in subsequent 
labors. On the other hand, the so-called kidneys of 
pregnancy and albuminuria, tend to persist for 
protracted periods after the termination of that 
pregnancy, and the kidneys retain so little resistance 
that in subsequent pregnancies the trouble is prone 
to recur. 

As I remember, Richardson, medical director of 
Harvard University, made an exhaustive report 
on the physical findings of all men who had entered 
strenuous athletic competition. Pertinent to this 
question, he reports that practically all the crew 
men, and others who perform the hardest stresses, 
manifest an acute irritation of the kidneys, mani- 
fested by albuminuria with a shower of casts, after 
their endeavor. To an extent this is likewise true 
of women who go through the severe test of a hard 
protracted labor. We have had much advice as to 
the necessity of the routine examination of urine 
during the months of gestation, but sufficient 
emphasis has not been placed on the advisability of 
a routine urinalysis postpartum. I do not question 
that such findings in a woman recently delivered, 
and who was normal in pregnancy, has not a toxemia 
but manifests an expression of the kidnev irritation 
from the products of combustion incident to the 
hard labor, plus the elimination incident to the 
retrogressive changes going on in the uterus. 

In conclusion, my experience has not been in 
consonance to that of Dr. Gibson; namely, that a 
previous eclampsia peculiarly predisposes the woman 
to recurrences. 

Dr. Cuares E. Pappock: If I understood Dr. 
Gibson correctly he makes too light of mild albumin 
in pregnancy and does not consider it a dangerous 
factor unless persistent, that it is a common occur- 
rence, that albumin with or without casts is often 
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found, and no bad results follow. Admitting that 
fact, such findings are to be looked upon with all 
seriousness and prompt treatment instituted. 

It is stated that albumin is found in the athlete 
after a race. The pregnant woman can in a way be 
likened to the runner in the Marathon. Her every 
organ is not only occasionally but continually called 
upon to do extra work, and the result is a damaged 
kidney. 

In just what percentage of pregnancy cases we 
find albumin I am unable to state, but I believe in a 
larger percentage than usually quoted in the text- 
books. Fortunately, it is not persistent but never- 
theless it is a danger signal. 

With albuminuria persisting there will soon be 
added increased arterial tension, and when we find 
this increase in the blood pressure, plus albumin 
and oedema, the patient is in a very dangerous con- 
dition and is in what is called the pre-eclamptic 
stage. 

The term “kidney of pregnancy” I do not like. 
To the average physician it means a physiological 
condition when really it means a beginning damage 
to the kidney. 

Fortunately the number of cases of albuminuria 
and eclampsia, in the practice of the physician who 
sees his cases early in the pregnancy and carries 
out the hygiene of pregnancy, are less common 
than formerly. If Dr. Ries was as active now in 
obstetrics as he was 20 years ago he would find 
this statement correct. We get our patients earlier, 
they understand the importance of pregnancy 
hygiene and the physician has a much better con- 
trol over his patient because of it. 

The sphygmomanometer has been a very active 
factor in detecting early functional disturbances of 
the kidney due to pregnancy, and since it has come 
into practical use I have relied more upon its read- 
ings than upon other findings. An increasing blood 
pressure in pregnancy is usually accompanied by 
damage to the kidneys. 

The treatment of eclampsia has been mentiviaed 
in the discussion. While the paper does not refer 
to the treatment of eclampsia, I may say that the 
treatment has not changed much in the last 25 
years, except in the abandonment of the use of 
chloroform at the convulsion stage. There is no 
doubt but that the use of chloroform raised the 
mortality. 

I agree with the essayist that a woman suffering 
from albuminuria in a pregnancy usually becomes 
a nephritic and subsequent pregnancies are to be 
watched with unusual care. 

Dr. N. Sproat HEANEY: Anyone would be of 
great service to us who would give us a fair picture 
of the various types of intoxication that have been 
mentioned in the paper and in the discussions. 

Dr. Jos. B. DELEE: I don’t know anything about 
the causation of eclampsia; that is the reason I came 
here tonight. Years ago I thought I did know 
something about it, but I have found my cases so 
mixed that I have lost confidence. In a general 
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way I think we can distinguish between the liver 
type and the kidney type of eclampsia. They are 
clinical terms, not pathological except in so far that 
when we see a woman with an acute onset of coma 
with or without convulsions, if there is jaundice, 
and when the renal findings are either of less im- 
portance or late in development, if the woman has 
a great deal of delirium and the case is very serious 
from the start, I have usually called those the hepatic 
type, because at the postmortem the liver is the 
most involved. The nephritic type is represented by 
those cases that have been long in coming on. The 
women have had albuminuria, and here the blood 
pressure is high; it is not likely to be so high in the 
hepatic type. The kidney findings are very pro- 
nounced and earlier, the convulsions are more 
numerous and last longer, and the prognosis is not 
so bad. Usually in those cases you have the history 
of scarlet fever in childhood, or frequent attacks 
of tonsillitis, or some reason to believe that the 
kidney was damaged. These cases we call the ne- 
phritic type, but I have never been able clinically, 
by blood examinations or urinalyses to determine 
which was at fault. It is not possible to say that in 
all cases the kidney only or the liver becomes in- 
volved. 

There is another type, the “‘reflectoric” type. A 
woman will go on in labor for a certain time, and 
then, just as she goes to deliver will have one con- 
vulsion. We see the same thing in children. We 
sometimes call it teething, but there is something 
else of course. Beyond question, the nervous system 
has something to do with the development of these 
seizures and probably the liver is the cause of the 
reflex type of eclampsia. 

As to the question that Dr. Gibson brought up— 
is there any permanent damage to the kidney from 
eclampsia, I would not know how to answer that. 
I have followed up my women who have had 
eclampsia, very carefully, and women who have 
had the simple type of convulsions have gotten 
well afterward and have had babies. On the other 
hand, the women who have had what I term the 
kidney type would almost always have a high blood 
pressure, the urine would show albumin and casts 
diminished and urea, or other evidence that there 
was something wrong with the kidney and arterial 
system. I would say that in the acute cases, as Dr. 
Ries has said and as I have always believed, and as 
several have very strongly held, eclampsia is an in- 
fectious disease. The woman gets over it and has little 
or undiscoverable damage to the kidneys and liver. 

I think we can distinguish pretty well between 
those conditions we call chronic nephritis and thos« 
we call eclampsia. 

Dr. JosepH L. BAER: In Dr. Gibson’s very ex- 
cellent analysis of his series he laid particular stress 
upon hypertension as one of the cardinal points in 
the danger signals. I think it well that attention be 
drawn to hypertension as one of the danger signals, 
but I prefer to emphasize the fact that every little 
while a woman will have an eclamptic seizure with- 
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out ever having shown any evidence of elevation 
of blood pressure. I call to mind two women whose 
highest pressure, taken immediately before the 
seizure, was 120 systolic and surely with 120 
systolic pressure the danger signal so far as tension 
is concerned would not be apparent. Hypertension 
would be a warning, of course, but the absence of 
hypertension should not. leave a sense of security. 

As to the presence of two types of eclampsia to 
which Dr. De Lee referred, I think in outlining the 
symptoms he indicated very properly that there is a 
distinct pathological difference in the two types. 
The nature of that difference we do not know, but the 
pathological findings indicate a very definite group- 
ing into the hepatic and nephritic type. The 
hepatic, with little or no hypertension, with a urine 
which is highly colored, a brown urine, sometimes 
showing only a very faint trace of albumin, in my 
experience has been the fatal case of eclampsia. 
I am a little at variance with Dr. DeLee’s findings 
in that respect, for it has seemed to me that the 
nephritic type, which is the more favorable so far 
as outcome is concerned, has shown a complete 
clearing up postpartum, whereas the hepatic type 
has usually succumbed and there has been no 
opportunity for a postpartum study. 

Dr. Gibson sounded a note of pessimism as to 
subsequent pregnancy, to which I would like to 
take exception. I have knowledge of only two cases 
of a second eclampsia following a first, those two 
out of a very considerable number of eclampsias, and 
I believe that it is a mistake to prohibit pregnancy 
to an eclamptic. I think the vast majority of 
eclamptics will go through subsequent pregnancies, 
under careful watching, and will not sustain any 
damage comparable to what Dr. Gibson _indi- 
cates is his fear. 

Dr. CAREY CULBERTSON: In view of the ex- 
pressed ignorance of the previous speakers as to 
what eclampsia is and is not, I think we might all 
agree that we do not know what eclampsia is and 
limit the discussion to what we believe, or think, 
regarding Dr. Gibson’s paper. In his remarks he 
discussed the systemic reaction to pregnancy with 
special reference to kidney changes. If we discuss 
it from that point of view, we will avoid using the 
terms “kidney of pregnancy” and ‘nephritis.’ 
His paper and his very elaborate tabulation bring 
out two things which I believe are of clinical im- 
portance with respect to the general systemic 
reaction of pregnancy as expressed by kidney 
changes. The first is this, that no patient showing 
albumin and casts with or without eclampsia, that 
is with or without convulsions, in pregnancy, prac- 
tically clears up on treatment. They improve; the 
blood-pressure can be reduced; they get better 
but they do not get well while the pregnancy lasts. 
The second is this, that no kidney can go on pro- 
ducing casts for any considerable length of time 
without being permanently damaged. 

Dr. N. Sproat HEANEY: Since we have started 
to use the blood-pressure apparatus, I feel that we 
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have learned a great deal regarding the course of 
an albuminuria and also its subsequent prognosis. 
I think considerable confusion arises from trying to 
differentiate various types of eclampsia just the same 
as if we would try to differentiate different types of 
typhoid fever. Though we do not know what 
eclampsia is, I think that frequently we can give 
our patients some very definite advice regarding 
future pregnancies. It has been said that if a patient 
has persistent albuminuria after eclampsia, it is 
dangerous for her to become pregnant. That may 
be true. I, however, have never seen a case which 
had albumin in the urine 6 months after the eclamp- 
sia. Certain cases have eclampsia afterward al- 
though the albumin does not persist after the 
eclampsia for very long. If a patient, however, has 
a slow return to normal blood-pressure and has a 
residual blood-pressure of considerable amount, I 
think she is a bad risk for a subsequent pregnancy. 
If a patient has a blood-pressure of 160 or 170 for 
months after her eclampsia, that patient certainly 
runs a very grave risk in becoming pregnant again. 
She will not be able to carry the child to viability 
before she is overwhelmed with intoxication. That 
is quite certain. The patient who has an eclampsia 
and goes through subsequent pregnancies without 
elevated blood-pressure and albuminuria is the 
patient in whom the symptoms in her first pregnancy’ 
came on rapidly just before delivery, and who had a 
quick return to norma] blood pressure and normal 
urine after delivery. We cannot, however, say that 
such a patient may not have an eclampsia or run 
severe risk in her subsequent pregnancies, but those 
who do go through nicely belong to this class of 
cases. 

Dr. C. S. Bacon: I believe that this discussion 
might have been a little more satisfactory if Dr. 
Ries in his remarks had gone more into the subject 
of the changes in the kidney. I suppose it is well 
agreed to by all that the changes which are found 
in the cases of eclampsia are changes in the epi- 
thelium of the tubules. It is very difficult if not im- 
possible to draw a dividing line between the so- 
called kidney of pregnancy where there is cloudy 
swelling and that where there is a distinction of 
tissue. We rarely have in these cases such changes 
as we have in acute infections like scarlet fever; 
that is, changes in the glomeruli. The important 
question is how much harm has been done to the 
tubules. How many tubules have been destroyed, 
how much of the kidney has been put out of use, 
and in how many of the cases has the disturbance 
gone on to the glomeruli. I believe that the extent 
of the injury may be so great that the nephritis or 
albuminuria may be permanent. If that is the case, 
the question arises: Is it more apt to be the case in 
women who have recurrent eclampsia? 

I am surprised that so many have seen no cases 
of recurrent eclampsia. I supposed it was a rather 
common occurrence, and I think it would be valu- 
able if the total experience of all could be ob- 
tained. 








Dr. W. Greorce Lee: The only comment I 
make is that this discussions show the remarkable 
need of a nomenclature that corresponds to what we 
have in mind. I have been interested in hearing 
eclampsia spoken of as both with and without con- 
vulsions as equivalent to toxemia, and a large 
number of different terms used interchangeably at 
haphazard. It seems to me that to have definite 
comparable ideas on the subject we should so qualify 
our terms that we know we are talking about the 
same conditions. 

Dr. Josep L. Barr: I think we should note that 
Dr. Gibson’s series of 30 contains 15 cases of ec- 
lampsia. 

I neglected to emphasize a point about hyper- 
tension that I try to make clear to students in dis- 
cussing this subject. The patient with a high pres- 
sure may go through a normal pregnancy where 
another with only 120 may get eclampsia. If a 
woman starts with 90, and jumps to 120, to me that 
is as definite a warning as 140 or 150 found at the 
first examination. It is the increased systolic 
pressure that I take to be the serious danger signal. 

Dr. ArtHur H. Curtis: I wish to emphasize 
that the presence of casts may depend upon how 
soon the urine is examined. They sometimes dis- 
appear very promptly. I have in mind a woman in 
the service of Dr. Holmes who had an almost com 
plete anuria for about a week. It was decided to 
catheterize the urcters in order to stimulate the 
secretion of urine. We catheterized and found no 
casts in the bladder urine, but that obtained 
through the ureteral catheters was almost solid 
with casts. Immediate examination will often 
reveal casts, whereas if the examination is delayed 
a short time they disappear. 

Dr. HAro.tp K. Gipson, (closing the discussion): 
In reply to Dr. Ries relative to the significance of 
albumin per se, I can recall no reports in the 
literature of an eclampsia without albumin. Zange- 
meister in an enormous material has seen no case 
without more than the physiological amount of 
albumin in the urine. Dr. Lee, I believe, holds that 
every pregnant woman with an albuminuria, ir- 
respective of the amount, is a potential eclamptic, a 
view in which I must concur. As Dr. Ries has said, 
the etiology of albuminuria we know nothing about, 
but surely this is not a reason for optimism where a 
repetition of the pregnancy in the type of case 
presented, is concerned. On the contrary our lack 
of knowledge of the etiology of this group of affec- 
tions should, I believe, make us the more conserva- 
tive. I have been able to find but little relative to a 
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subsequent pregnancy in these cases in our literature. 
Indeed, it is improbable that any considerable 
number repeat the pregnancy, but I must remind 
Dr. Ries that of our 30 cases, all of the 7 who sub- 
sequently became pregnant manifested renal dis- 
turbance of varying intensity. I believe that irre 
spective of the question of a later pregnancy, we can 
demonstrate that not a few of these women suffered 
irreparable damage through kidney and myocard- 
ium, a hazard which must be given a full measure 
of consideration. It should be borne in mind that 
several of these women examined months postpartum 
showed an absence of albumin and casts, but a 
systolic pressure of 148 and a diastolic of 90 or 
above. Personally, I would be interested in knowing 
how many eclamptics and pre-eclamptics could get 
a standard life insurance policy 5 ycars postpartum. 

The doctors’ criticism of the terminology is 
merited. It would appear that everyone writing 
upon this subject has his own, and the end is not 
yet. I believe the remarks of Dr. Holmes relative 
to albuminuria are covered in my reply to Dr. 
Ries. If Dr. Baer will refer to the chart, he will find 
that two of our eclampsias were admitted to the 
hospital with a normal arterial tension, both 
developing convulsions within 24 hours, with a 
corresponding rise in the arterial tension. The 
doctor, I believe, misinterpreted my position upon 
subsequent pregnancy. Although I will plead ex 
treme pessimism there are undoubtedly women who 
repeat the pregnancy without hazard, but I believe 
their selection would need extreme discrimination. 
The doctor of course, understands that I refer to 
the more severe type of these cases as characterized 
by a hypertension, also I would again insist that 
contrary to the view held generally, freedom from 
albumin after delivery for a period of months is, 
per se, no guarantee of immunity in a future preg 
nancy. 

Dr. De Lee spoke of the diiferent types of eclamp 
sia—a subject I am not prepared to discuss. It 
would seem to me vastly more important to reduce 
to a minimum, eclampsia in general, by an early 
differentiation between those cases of simple al 
buminuria with oedema, or Leydens’ kidney, and 
the eclamptic or inflammatory type as character- 
ized by hypertension plus hematuria. Recent 
pathological research is demonstrating distinctive 
inflammatory changes in the glomeruli in this latter 
group. To Dr. Doederlein’s question concerning 
the wisdom of sterilizing the eclamptic woman with 
a family, in the course of an operation for other 
cause, | would say—certainly, by all means. 
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FOREWORD 

N January and February of 1920 Dr. W. J. 

Mayo and the writer visited Peru, Chile, 

Argentine, and Uruguay. At that time we were 
unable to make satisfactory traveling arrange- 
ments for a trip to Brazil, the largest of all 
of the South American countries, having an 
area equal to that of the United States, and 
fully as much territory as the four other coun- 
tries in South America which we had visited. 
This year Dr. Thomas J. Watkins and I were 
more fortunate, and inasmuch as no report 
on Brazil has previously been made, that coun- 
try has been selected for the first article of this 
series. 

We have long been aware of the high reputation 
accorded to the medical profession of Brazil. 
Through correspondence we had learned some- 
thing of their institutions, and through the 
visits of some of their men to the United States 
we had become personally acquainted with a 
few of them. But it was with unusual curiosity 
and with no little anxiety that we looked for- 
ward to meeting them in their own country and 
in their own environment. Our visit included 
the capitals of the two principal states—Sao 
Paulo and Rio de Janeiro. We deeply regretted 
that we could not visit the other medical uni- 
versities, particularly those at Bahia and Per- 
nambuco. 

The professional man perusing this sketch 
may criticise it for its details pertaining to some 
of the impressions gained by travel in a tropical 
country that it so different from our own country; 
hut one must be adamant to travel in Brazil and 
not be fascinated by its wealth of physical 
beauty and the charm of its interesting people. 
Therefore, at the risk of tiring the reader by 
details, and in order that he may see things as 
they appear to the casual traveler in obtaining 
his first bird’s-eye view, I shall quote exten- 
sively from my log written from day to day, 
supplementing, where necessary, with additional 
notes. 





I. Santos, GUARUJA 


1. Montevideo to Santos 


March 9. Montevideo. Embarked on the SS. 
Aeolus for Santos, Brazil. Parted with our many 
friends of this attractive city. Sailed at 3 p. m. 
Minister Jeffery, our Uruguayan Minister, with 
his family, were on board en route for the United 
States. After a strenuous but most interesting 
week in Montevideo, the prospect of a three 
days’ rest at sea was most welcome. 

March ro. Long deck walks. The sea was 
smooth and blue, with a delightful breeze blowing 
and an agreeable temperature. Our prow was 
turned toward home and we had before us three 
weeks’ exploration of a new country. 

March 11. Met and conversed with Mrs. 
Lindsley, the daughter of Ambassador Stimson 
of Argentine, who was returning to New York. 
Her impressions of the people of Argentine are 
most gratifying. Had a long deck hike and con- 
versation with Minister Jeffery. He is a lover of 
the people of Uruguay, and gives interesting 
sidelights on their character. 


2. Santos 


March 12. Land reported in sight. Directly 
ahead of us appeared early in the morning a 
number of mountain-hills which resemble the old 
conventional bee-hive, cone-shaped, with rounded 
apex. Between two of these, which stand like 
sentinels, we steered our ship and passed in 
among a group of them ranging in height from 
one thousand to two thousand feet. Their dome- 
like tops appeared rocky and bare, but their 
bases were covered with a wealth of green. We 
were soon following an opening which wound 
about between the hills like a broad river, and dis- 
covered very shortly that this inland passage was 
the important harbor of Santos, the greatest 
coffee export market of the world. As we drifted 
into the harbor through its narrow approach, we 
passed light-houses, little hamlets with red tile 
roofs, and for the first time viewed a wealth of 
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tropical growth that thoroughly satisfied us. It 
met the standard of the conventional ideas gained 
by description and pictures. Lofty roya] palms 
projected above and lent dignity to a mass of 
feathery green foliage, in which were great trees 
covered with a purple, azalea-like bloom, and a 
riot of colors produced by other unfamiliar trees 
and growth. 

We came to anchor off modern docks like those 
at Colon, and at noon were conveyed by tender 
to the shore where a little narrow-gauge train 
with an observation coach attached awaited us. 
We were whisked across the island, and arrived at 
Guaruja, a suburb of Santos, located across a 
neck of land on a famous ocean beach. Here we 
were delightfully surprised to find a thoroughly 
up-to-date hotel facing directly upon the ocean. 
It was fairyland, and here one could stay a month, 
if one had the leisure, and be content. The large 
rooms of the hotel, with balconies overlooking the 
sea, with great white waves breaking on the long 
sand-beach, and cool breezes fanning the tropical 
heat to a delicious temperature, demonstrated 
why Guaruja is a favorite spot for the summer 
sojourn of the society of Sao Paulo and Rio de 
Janeiro. Immediately in front of the hotel, half 
a mile out in the sea, were two cone-like mountain 
islands between which rolled the open Atlantic. 
The curved beach, a mile in length, is hard, and 
over it one may ride in little two-wheel, mule- 
drawn carts, driven by small boys who easily 
entice one to make the delightful experiment. 
Between the hotel and the beach is an unusually 
attractive park and behind the hotel, with broad, 
well paved reads, lies the little village. The 
houses were originally of white stucco, with red 
tile roofs. In the climate they have assumed 
many colors. Before each little home is a fenced- 
in garden full of green and bloom. Back of it ail 
is a range of bald-topped, green-based hills, 
literally packed with the greenest jungle, and 
everywhere in great blotches and in satisfying 
blendings are flowers of many colors. But after 
our strenuous journey, to sit on our balcony, to 
hear the ocean break, to bathe in its surf, and 
to walk about the fairy streets, gave one a life- 
time of pleasure. At evening in the west, in a 
notch between the black hills, as if to entice one 
from the sea, hung the crescent-shaped new 
moon, following the glow of the setting sun. 
The tropics was in our blood, and we could not 
help revelling in its beauty. 

March 13. Today, after assembling for our 
departure, we were agreeably surprised to find 
ourselves booked for an automobile ride back to 
Santos, ten miles away. The drive was over a 
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fine road, our machines were up to date, and 
our drivers were well trained. Our course at first 
was through a thick jungle, with a road just wide 
enough for the passage of one car. Above us and 
about us were banana trees, royal palms, and an 
impenetrable tangle of vines and foliage, and 
everywhere every color of blooming flower. At 
intervals little tunnels had been cut into the 
jungle, producing paths which led away to some 
hut, some telegraph pole, or some other necessary 
terminal. The walls of these tunnels demon- 
strated the impenetrability of a real tropical 
jungle. 

We arrived at Santos, after crossing a neck 
of the sea on a primitive ferry drawn by a cable 
and accommodating four machines at a time. Our 
second surprise was a drive of ten miles or more on 
a long, curving beach, almost as hard as asphalt. 
In many places here on the sea-side portion of 
Santos, where there are stately residences and 
hotels, were groups of bath houses on wheels, 
and every convenience for surf-bathing. In the 
sea itself were a number of islands of different 
sizes, some mere rocks projecting above the 
water, and some the usual thumb-like hills 
rising high into the sky. The morning was 
warm with a cool breeze tempering the atmos- 
phere. All along the shore the natives were in the 
surf, and everywhere, accompanied by nurse 
girls, were the children of the residents, wading, 
with their little legs bared, or splashing about in 
miniature bathing suits. All too soon we drove 
through Santos, which is a business city of about 
one hundred thousand inhabitants, containing 
many beautiful homes. Our drive of the morning 
took us through the suburbs—Sao Vincente, 
José Minino, Bogueirao, and Praia Grande, points 
of interest representing old landmarks. Later 
we returned for a delicious luncheon to one of the 
fine hotels on the Santos beach, and at 2’clock we 
were driven to the station to take a train for Sao 
Paulo. 

3. Santos to Sao Paulo 

The trip to Sao Paulo requires a little more 
than two hours, and will become, when known 
by travelers, one of the scenic pleasures of the 
world as it is now an engineering accomplishment. 
Many years ago a concession to build this rail- 
road was granted to a foreign syndicate. The 
syndicate agreed to a provision which required 
that anything over a reasonable percentage of 
profit should revert to the Government. Inas- 
much as this railroad is the principal outlet of the 
great coffee-growing district of Brazil, the profits 
have been enormous, and the operating company 
has spent as much of the surplus as possible in im- 
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proving the property. Besides a double-track, 
road-bed which runs over the original right of way, 
a second double-track road for heavy traffic has 
been built, paralleling the original at a short 
distance. The road-bed is wonderfully constructed 
and the rolling stock is of the best. The engine 
that carried us over a portion of our route was like 
a beautiful Swiss watch; the metal portions were 
polished like silver, and the artistic beauty of its 
cab and boiler excited our admiration. All 
culverts and sluice-ways on this mountain road 
(and there are many such) are lined with concrete 
and the concrete surface is painted a glossy black. 
These water-ways include gutters on either 
side of the road-bed, and in many places they 
extend high above the track on the mountain side 
and far below into the valley. The stations, 
switch houses, and all equipment are most 
extravagant but substantial in character. 

After leaving the flat country near the coast, 
there is a steep elevation of the road which 
carries it within a short distance to an altitude 
of several thousand feet, Sao Paulo being ap- 
proximately three thousand feet above Santos. 
For the short, steep climb of a few miles, a cog 
road is employed, a cable traction being the form 
of conveyance. The coast line of hills is rapidly 
ascended, and the views into the valley of Santos, 
to the harbor below, and to the scenes that develop 
in the rapid climb are most thrilling. A succession 
of round-topped mountains with their interesting 
valleys are rapidly passed in review as this climb, 
which requires only a portion of an hour, is 
accomplished. On this day there was occasional 
rain and the mountain tops were at times covered 
with clouds; but the scene was fortunately not 
obscured by the mist. Above and below us was 
the deep tropical jungle with its mass of green, 
its trees of azaleas of glorious pink, and with a 
startling yellow bloom of a broom-corn nature. 
Everywhere spots of less vivid color heightened 
the effect of the green, dripping in the mist and 
rain. The clouds came and went and the moun- 
tains and valleys were constantly changed in light 
and shade. Occasionally the sun broke through 
the mist and threw enchantment into deep valleys 
or onto the mountain sides. The rain filled the 
water-ways and almost constantly our trestle 
bridges were spanning cascades that came from 
far above and dashed into the valleys as far below. 
Everywhere ribbons of water came tumbling down 
from some height to disappear in mist as they 
dashed upon the precipitate sides of the moun- 
tains. As a fitting climax to our trip, when we 
reached the heights the sun broke through and 
painted a rainbow in the valley that was far below 
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us, and encouraged our superstitious minds to 
account it a good omen for our visit to Brazil. 

After completing our steep climb, we coupled 
on real engines and sped many miles over a 
comfortably level country that might have been 
Wisconsin or Michigan, except for the occasional 
palm trees. In many places cattle were grazing 
on these plains. 


II. SAo PavuLo 
1. Bird’s-Eye View of Sao Paulo 

We reached Sao Paulo at about 5 o’clock. In 
its suburbs, through several of which we passed, 
there was an appearance of newness that re- 
minded us of the approaches to our own western 
manufacturing towns. Many of the buildings 
were of red brick, of modern construction with 
acres of glass skylights, demonstrating the 
rapid and recent growth of the city. Sao Paulo 
is a city of four hundred thousand inhabitants, 
and it is enjoying a boom growth. As we ap- 
proached the old city proper it showed signs of 
substantial construction of long standing, having 
the appearance of the old cities of Spain. 

We were met by automobiles, and as it was 
Sunday afternoon, were taken for a drive on the 
principal boulevards where the people promenade 
and drive and look upon each other on this 
day of rest and recreation. This gave us a most 
favorable impression of the residences of the 
wealthier people and a delightful bird’s-eye 
view of the city in its holiday array. We then 
drove to our hotel, The Palace, and were pre- 
pared to enjoy our stay in this Chicago of the 
southern Republic. 


2. Our Mission 

Our object in visiting Brazil, primarily, was 
to meet the medical profession and interest them 
in the American College of Surgeons. Corre- 
spondence on our part had been undertaken as in 
other South American countries, but for some 
unaccountable reason we had not received a 
reply to our inquiries from our correspondent in 
Sao Paulo. My letters had been directed to 
Professor Arnaldo Vieira de Carvalho, the 
Director of the Faculty of Medicine of Sao Paulo 
and the distinguished Professor of Gynecology. 

We were now settled in our hotel and as yet 
there were no signs to indicate that we were 
expected. This was particularly puzzling, inas- 
much as a letter had been addressed to my cor- 
respondent not more than two weeks before. On 
consulting the telephone directory we found our 
correspondent’s name and address. 
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However, we realized that this was the vaca- 
tion season, and that there were many ways in 
which this silence might occur without design. 
So we decided to await developments. 


3. Snake Farm at Butantan 


March 14. We drove to the Government 
snake farm. This is located about ten miles 
from Sao Paulo, and is reached by a fine auto- 
mobile road which traverses interesting suburbs. 
At this farm, which is really a scientific ex- 
perimental station, snakes are bred and sera 
are made which furnish revenue to the institution. 
The sera are depended upon by the inhabitants 
of Brazil to save them from the fatal effects of 
bites from venomous snakes. The institution 
is well manned by scientists, and there is also a 
considerable class of students. In fenced-in 
enclosures there is a great variety of reptiles of 
all sizes, all shapes and dispositions. These 
enclosures are presided over by attendants who 
in addition to their ordinary apparel wear thick 
shoes, leather leggings and gauntlets, and who 
use as their batons sticks an inch in diameter 
and six feet long, with a blunt hook in the end of 
each. The spectator stands outside of the closely 
woven wire fence and looks on in perfect safety 
while the attendant irritates the great reptiles 
with the hook end of his baton, dragging them out 
of their beehive-like houses and tantalizing them 
to show fight. In one enclosure there were large 
trees in which the attendant would stir up some 
knob-like mass on a limb above him, hook up a 
great, struggling reptile and skillfully bring him 
to the earth. It is a creepy business, and by the 
time we left this institution nearly everybody was 
on the verge of delirium tremens. 

In the laboratory in which the sera are made 
the work of the institution was demonstrated to 
us and we gained a notion of how familiarly the 
laboratory workers associate with their victims. 
Nearby was a pharmaceutical laboratory where 
quinine and other alkaloids and Brazilian drugs 
are prepared and tested. 


ry. B. Montenegro—The Committee 


4. Dr 

In the afternoon I was summoned to the office 
of the hotel to meet a caller, Dr. B. Montenegro. 
He proved to be a most intelligent and charming 
man who spoke English perfectly and who had 


received his medical education in the United 
States, having graduated from the Medical 


Department of the University of Pennsylvania. 
He is a member of the Faculty of Medicine and 
one of the surgeons of Sao Paulo, and came as 
the spokesman of two committees that had been 
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appointed by the Faculty of Medicine to look 
after our interests, one a committee on entertain- 
ment and the other a committee of surgeons to 
discuss the American College of Surgeons. 

Dr. Mon‘enegro cleared the mystery of the 
one-sided correspondence. Dr. Carvalho, the 
former Director of the Faculty to whom I had 
sent my letters, had died nine months previously 
and my letters remained unopened and unread 
until a few weeks before, when they had been 
turned over to the Faculty of Medicine by Dr. 
Carvalho, a young surgeon and the son of the 
former Director. Then when they endeavored to 
ascertain the exact time of our visit they were 
given incorrect information. They were much 
chagrined to learn that we had been in Sao 
Paulo for twenty-four hours without their 
knowledge. The two committees included the 
following: J. Alves de Lima, Edmundo Xavier 
(Medical Director of the Faculty), Raul 
Briquet, Jose Ayres Netto, Moraes Barros, 
Antonio Candido de Camargo, Sergio Meira 
Filho, Lauriston Job Lane, B. Montenegro, 
Walther Seng, Enjolras Vampré (President of the 
Medical Society), Mario Gatti, Henrique Linden- 
berg (oto-rhino-laryngologist), Luiz de Rezende 
Puech (orthopedist). 

A program had been prepared. At first they 
were anxious to have us perform several opera- 
tions. This we firmly but politely declined to do, 
urging the soundness of the rule established by 
the Mayos, viz., except in a great emergency, no 
surgeon should operate outside of the environ- 
ment of his own operating room. However, we 
impressed upon the committee our desire to sce 
the local surgeons at work, and to learn as much 
as possible of their general methods. 


5. Selecting a Professor of Gynecology 

As guests of the Faculty of Medicine we at- 
tended ,an unusual function that had been in 
process for several weeks—the selection of a 
professor of gynecology to succeed Dr. Carvalho, 
deceased. There were five contestants, all well- 
known surgeons and teachers. The scene that 
we were invited to witness occurred in a large 
amphitheater which opened upon a large plaza. 
Through the door of the ante-room we could see 
the audience of three hundred physicians and 
surgeons of the city who desired to witness the 
contest and await the result. The members ol 
the Faculty, with Dr. Watkins and myself as 
guests, filed onto the platform at one end of the 
room and received an enthusiastic welcome. 
In the center of the arena between the audienc« 
and the Faculty, in a space about ten feet square, 
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were two chairs and a small table on which were ¢ 
thermos jug of water and a drinking glass. The 
Director of the Faculty presided. From a strong- 
box, which was unlocked by the Secretary in the 
presence of the Faculty and the audience, were 
taken five large envelopes, each elaborately 
sealed. The seal of one of the envelopes was 
broken and a name was read. A tall, full-bearded, 
keen-eyed, rather pale man about forty years of 
age came forward and received the manuscript. 
He passed to the table in hushed silence, poured a 
glass of water, moistened his lips, and then 
howed to the Director, the members of the 
Faculty, and the audience. In the meantime, 
another distinguished looking man had taken the 
chair at his right. Then the principal actor 
scanned the faces of the members of the Faculty 
and, remaining seated, began to read his thesis. 
Two weeks before, he, with the four other con- 
testants, had been given twenty-four hours in 
which to prepare in his own hand-writing a thesis 
on the subject of pelvic peritonitis in women, the 
subject being announced at the time. These 
papers were then sealed and today each individual 
in turn was to read his thesis. 

The first man to read was checked by one 
of the contestants, to guard against unfair inter- 
polation on the part of the reader, as it was neces- 
sary that the thesis be read as it was written. 
The other principal tests of the contest were: 
A one-hour lecture before the Faculty and a public 
audience on some phase of gynecology, the 
subject being announced after the contestant 
mounted the platform, with the privilege of 
illustrating by chalk drawings, improvised as the 
speaker proceeded; an outline of the study, 
diagnosis, and operative treatment of a case, 
worked out under the surveillance of the com- 
mittee. 

Soen our speaker on this occasion was in the 
midst of his reading, and his entire being was 
engaged in the effort. He was deliberate, em- 
phatic, and mightily impressive. He undoubtedly 
had some of the qualifications of an orator as 
he was able on several occasions to command 
applause, and several times laughter. But he 
was thoroughly in earnest, and his diction was so 
deliberate and direct that Dr. Watkins and I 
could gain a considerable notion of his argu- 
ment, although we could not understand a word 
of his Portuguese. He finished with a dramatic, 
appealing climax, which brought a round of 
applause that lasted for several seconds. We 
were about ready to vote ‘“ yes”’ on this candidate 
because of the general impression we had gained 
irom his artistic presentation. 
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Then the one who occupied chair number two 
received his manuscript, and another candidate 
succeeded him in the capacity of checker, and the 
second paper was read. This candidate was a 
strong, practical man, and he proceeded, ap- 
parently under considerable suppressed excite- 
ment, to read his production in an undramatic, 
business-like manner. At the end he was greeted 
by applause, but less enthusiastic than the first. 
As he was lost in the audience, the man who had 
been verifying his manuscript stepped forward 
and received his thesis. As he did so there was an 
outbreak of enthusiastic applause from the 
audience and some members of the Faculty. 
The candidate was a large, strong, clean-shaven 
man with an intellectual face, and a dignity 
and poise that augured ill for the other candidates. 
His thesis, which he read quietly, was enunciated 
with force, and his arguments were apparently 
sound. He commanded the attention of the entire 
audience, including those who did not understand 
his language. When he finished, there was an 
outbreak of applause that lasted several minutes. 
Many people from the audience rushed forward 
and offered congratulations which he received 
with perfect poise. The whole impression made 
by this man was most favorable. 

The remaining theses were read by the two 
other candidates and the contest was finished. 
The meeting adjourned, and the committee (one 
member of which was our guide, Dr. Montenegro) 
retired. It was announced the next day that the 
third contestant, Dr. Moraes Barros, had been 
elected as Professor of Gynecology in the Sao 
-aulo University, to succeed Dr. Carvalho, 
deceased. 

While driving back to our hotel, we were in- 
vited to attend, on the following evening, a meet- 
ing of the Medical Society of Sao Paulo, after 
which there was to be a meeting of the committee 
which was to discuss the American College of 
Surgeons. 


6. Dr. J. Alves de Lima—Municipal Hos pital 


March 15. At 8:30 in the morning Dr. Monte- 
negro took us to inspect the municipal hospital 
and to see some operating. This hospital is one 
of the teaching institutions connected with the 
University. The building is large and substantial, 
with high-ceilinged rooms and an abundance of 
large windows. Around it is a park-like garden 
filled with trees, shrubs, and flowers, and in the 
center is a large patio with a playing fountain. 
The facilities for the care of municipal patients 
are not sufficient. The hospital is built to ac- 
commodate five hundred patients, but at the 
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time of our visit it contained nine hundred. Each 
of the five hundred beds had an occupant and at 
the foot of practically every bed, in a broad aisle, 
was a mattress on which there was another 
patient. 

We were introduced to many surgeons, physi- 
cians, and attendants. One of the surgeons was 
Dr. J. Alves de Lima. Dr. Lima strikes one 
immediately as a man of distinction. He is of the 
true Portuguese type, about forty-five years of 
age, and bewhiskered as are many of their 
distinguished men. He has the appearance of a 
student, tempered by a thorough knowledge of 
the practical world. He speaks a little English, 
and reads it with facility. 

He was preparing to do a gastro-enterostomy 
for what he called an inflammatory obstruction 
of the pylorus. His records were elaborate, and 
the case had been painstakingly and conscienti- 
ously worked out. The records were translated 
for us, and we inspected the X-ray plates. The 
operating room, one of several, was large, with a 
skylight and sidelights, and with sterilizing rooms 
equipped with the latest apparatus. He operated 
with one assistant who aided him in handling 
instruments, and there was one additional 
attendant who handed to him sealed packages 
of supplies. The chloroform anesthetic was 


given by a physician. 
The operation was skillfully performed, with a 
technique that one sees in Paris where trained 


nurses are not available. The pathology dem- 
onstrated what appeared to be an inflammatory 
thickening about the seat of an old ulcer. The 
gastro-enterostomy was done with Mayo clamps, 
exactly as one has many times seen it done by 
the operators of the Mayo Clinic. His conduct 
of the case demonstrated that he is a surgeon of 
ability, and his technique is equal to that of the 
best surgeons of the world. 


7. Dr. Luiz de Rezende Puech 


We then inspected a pavilion devoted to ortho- 
pedic surgery and met its chief, Dr. Luiz de 
Rezende Puech. He is a genius and, like all 
men of that type, is an enthusiast. While know- 
ing little of orthopedics, we were fascinated 
by this man who is a devoted slave to his work. 
As we passed through his crowded wards the 
patients, cripples of all forms, among them many 
children, fairly clung to him because of their 
love for him. In several places in his pavilion 
two children occupied one bed, and there were 
also many children on mattresses on the floor. 
This distressing condition of overcrowding is well 
recognized by the authorities and a definite 
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effort is being inaugurated to remedy it. The 
large foundation of a new building, which will 
greatly increase the capacity of the hospital when 
its superstructure is built, was pointed out to us. 
However, work on this building had been tem- 
porarily abandoned because of the present high 
cost of production. 


8. Automobile Club—Dr. Raul Briquet 


We lunched, or “ breakfasted,”’ at the Automo- 
bile Club with a group of physicians, including 
Dr. Montenegro and Dr. Lima. In the afternoon 
we inspected the maternity hospital, a pay and 
charity institution which is under the direction 
of Dr. Raul Briquet. The hospital accommodates 
from 80 to 100 maternity patients, and Dr. 
Briquet does the operating that develops from 
such cases. The building occupies a site in the 
residence section of the city, and overlooks the 
city proper which lies in the valley below. The 
private room and ward accommodations are very 
attractive, and midwives and students of medicine 
are admitted for instruction. 


9g. Dr. Watkins Appears as Orator—Sdao Paulo 
Medical Society 

In advance I learned that the meeting of the 
Sao Paulo Medical Society for that evening was 
to be a short one, with but one paper scheduled. 
Therefore, I suggested to Dr. Montenegro (and 
the suggestion was received with enthusiasm) 
that Dr. Watkins be asked to show some lantern- 
slide illustrations of his operation for prolapse, 
and Dr. Watkins consented to give a short dem- 
onstration. 

The society met in the assembly amphitheater 
of the Policlinic, which has a library and reading 
room, and is the gathering place for the medical 
profession of Sio Paulo. It occupies at least 
two upper floors of a pretentious building in the 
business section of the town. Dr. Watkins and | 
were the guests of the society. Dr. Montenegro 
was made the official interpreter, and to him fell 
the task of reading to us an address of welcome 
in English. To this I replied, followed by Dr. 
Watkins, expressing our thanks for the reception 
which had been accorded to us and our apprecia- 
tion of their medical institutions. 

The president of the society, Dr. Enjolras 
Vampré, honored us by making us corresponding 
members of the medical society of Sao Paulo. 
Dr. Watkins then presented his slides and ex- 
plained briefly their purport. His efforts were 
received with genuine enthusiasm, and several 
of the gynecologists present were evidently 
familiar with his work. After a brief report 
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of a case, presented by a member of the society, 
adjournment was in order, and we stepped into 
the library, where we drank black coffee and were 
presented to the members of the society. 


10. Organization of Committee on Credentials of 
the College 


Later we went to the Director’s room where 
the committee that was selected to meet us as 
officials of the American College of Surgeons 
had gathered to consider our proposition. This 
committee was very sympathetic to the College, 
and they had already decided to co-operate in 
every way possible. Finding them in accord with 
our suggestion, in the name of our Regents I 
asked them to organize themselves into a Com- 
mittee on Credentials for Sao Paulo and the 
portion of Brazil south of them. I suggested 
that their committee consist of seven surgeons 
who were eligible for Fellowship in the College 
and that they elect a Chairman and a Secretary. 
The committee, five members of which were 
present, was authorized as follows: J. Alves de 
Lima (general surgeon), Chairman; B. Monte- 
negro (general surgeon), Secretary; Antonio 
Candido de Camargo (surgeon); Sergio Meira 
Filho (surgeon); Henrique Lindenberg (oto- 
rhino-laryngologist); Luiz de Rezende Puech 
(orthopedist), and Moraes Barros (gynecologist). 
This committee promised to hold a meeting 
and recommend several other candidates for our 
consideration. The work of this night augurs well 
for the beginning of an enduring friendship be- 
tween the surgeons of Brazil and the surgeons of 
North America. 


11. Government Coffee Plantation, Campinas 


March 16. We took a train and after a two 
hours’ ride through the hills and valleys of the 
State of SAo Paulo visited a typical coffee dis- 
trict at Campinas, where we inspected a coffee 
plantation belonging to the Government. We 
lunched in a shady glen in a public park. Here in 
the out-of-doors, under an arch of thickest 
foliage, we showed our appreciation of food and 
drink. Dr. Montenegro, who had come with 
us as our guest, explained to us the method of 
growing and harvesting coffee. He is familiar 
with that industry, having been born and brought 
up in a coffee district two hours farther inland. 


12. Banquet at the Automobile Club 


In the evening, Dr. Watkins and I were 
the guests at a banquet given in our honor by the 
medical men of Sao Paulo at the Automobile 
Club. The setting was one of the most beautiful 
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I have ever seen. The table which was laid in the 
banquet hall was in the form of a horse-shoe 
with a wealth of flowers that was bewildering. 

The Sao Paulo Automobile Club is about the 
last word in clubs, being famous for its luxurious 
appointments, the scope of its entertaining 
capacity, its restaurant, libraries, card rooms, 
reading rooms, café, roulette rooms, and ladies’ 
restaurant—all equipped in the most exquisite 
taste and without regard to expenditure. 

Dr. Edmundo Xavier, a distinguished internist 
of Brazil who speaks a little English, presided 
at the feast. He is very anxious to visit the 
United States for the purpose of studying our 
medical schools and especially our method of 
teaching internal medicine. At the proper time, 
Dr. Lima read an address in English to the 
guests. He was followed by a young man, Dr. 
Paula Souza, who also read an address in English. 
Dr. Souza is connected with the school of hy- 
giene which, I believe, is in some way fathered 
by the Rockefeller Institute. The two Americans 
did their best in their speeches to show their 
gratitude for the many courtesies which they, as 
strangers, had received from their new-found 
friends of Brazil. We North Americans can only 
admire, receive, and beg them to come to us 
so that we may bind more closely the ties of 
friendship. 


13. Sanatorio Sta. Catharina 


March 17. Visited the Sanatorio Sta. Catha- 
rina, where we witnessed an operation by Dr. 
Walther Seng, one of our hosts of the evening 
before. Dr. Seng, while a Brazilian, is a German 
in appearance and training. His operation 
consisted of an excision of the pyloric end of 
the stomach for an inflammatory obstruction, 
with closure of the duodenal end, and anastomosis 
of the jejunum to a portion of the stomach 
closure. This hospital is conducted by a con- 
gregation of German Sisters, has a capacity of 
125 beds, and is open to all operators. 

Later in the morning we made a short inspec- 
tion of the Instituto Paulista which has three 
services—a surgical, a medical, and a separate 
department of 125 beds for mental diseases. It 
occupies a beautiful site, its buildings are large 
and its grounds commodious and _ beautiful. 
The hospitals here, like those we had visited in 
other cities of South America, are open to two 
principal criticisms by the surgeons of North 
America: first, the lack of adequate training 
schools for nurses; and, second, the lack of 
screens for the windows of their wards, operating 
rooms, and private rooms. 
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At 1 o’clock, after a long morning, and for the 
last time on this trip, we again lunched with our 
friends at the Automobile Club. Then we packed 
our trunks, and at 9 o’clock in the evening Dr. 
Seng called and conveyed us to the railroad sta- 
tion, where our train stood ready to start for 
Rio de Janeiro. Many of the members of the 
Faculty of Medicine, some of them with their 
wives, were there to see us off. Our compartment 
was filled with flowers and we were overwhelmed 
by the cordial, warm-hearted adieus of our de- 
lightful friends. Before leaving, Dr. Montenegro 
handed me the applications for Fellowship in 
the College of the seven members of the Com- 
mittee, and informed me that they had selected 
thirteen others who would be recommended 
for Fellowship, and whose applications would 
be sent to me later. 


If. Rio dE JANEIRO 
1. Approach to City 

March 18. The light of day came, and know- 
ing that we were soon to descend from our three- 
thousand-foot altitude to the sea level through a 
mountainous country we were ready to take our 
early coffee and be transferred to a comfortable 
observation coach. We followed a river one hun- 
dred feet wide, and at frequent intervals dashed 
through small cities and hamlets that showed 
prosperity and resembled towns of the same 
size in France—except that here there is a much 
richer growth of foliage. At 5 o’clock in the 
morning a group of men were at work in a field, 
cultivating some crop. The midday heat seems 
to bring out the workers of the day in the .cool 
hours of the early morning and at the twilight 
hour of the afternoon. 

We began to pick our way through rugged 
hills along a circuitous route and were soon in 
a more distinctly mountainous country. The 
scene became more interesting and beautiful as 
we dropped from one fertile tropical valley into 
another. Later we caught cccasional glimpses 
of the ocean with an abundance of the same 
dome-topped mountains that we had_ noted 
before. 

Finally the five distinct finger-like mountains 
called the “ Fingers of God”’ appeared, indicating 
that we were approaching Rio de Janeiro. The 
suburban towns multiplied and became more 
important. For long distances we ran_ beside 
stretches of beautiful roads which were lined on 
either side by the most decorative tree of all— 
the stately royal palm—until at last we found 
ourselves in the real city. 
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2. Reception Committee 

In the confusion of arriving at the station, it 
was announced to us that a committee of doctors 
was there to greet us. We met and were intro- 
duced to Dr. Aloysio de Castro, Dr. José Mendonca 
Dr. Oscar Clark, and Dr. Olympia da Fonseca. 
Dr. Clark, who speaks good English, became the 
spokesman. They had two automobiles in which 
to drive us to our hotel. All members of the com- 
mittee spoke a little English, but, with the ex- 
ception of Dr. Clark, it was apparent that Mrs. 
Martin’s French was more acceptable and under- 
standable than our English. 

Dr. Clark, an internist, a graduate of the 
University of Pennsylvania, an enthusiastic, 
energetic man about thirty-five years of age, 
apparently was to be our official host and ad- 
viser. At 4 o’clock he came with his automobile 
and took Dr. Watkins and me for a ride. It was 
a well chosen itinerary as it gave us at the outset 
a definite bird’s-eye view of Rio de Janeiro. We 
skirted the sea-front boulevard and had a splendid 
view of the land-locked bay and harbor; of Sugar 
Loaf, the famous guardian island-mountain; of 
Corcovado, the lookout mountain; while in every 
direction other landmarks were pointed out, the 
names of which at that time meant nothing to 
us, but the realities of which filled us with 
wonder. At the end of the bay boulevard, 
where all seemed to end in a mountain pass, we 
suddenly penetrated the mountain by tunnel and 
came out into sunshine and beauty on the ocean 
front. Here was a small city of beautiful resi- 
dences overlooking a half circular beach of whitest 
sand, where surf was rolling in in mountainous 
waves. Above the beach was a boulevard of 
asphalt with a protecting wall, and bordering 
that a row of palatial summer homes. One 
end of this beach and boulevard, carrying the 
unpronounceable name of Copacabana, is ter- 
minated by the mountains guarding the bay, 
and at the southern and eastern end by a point 
of land on which is an important fortification. 
At this farther end, the boulevard continues 
through an opening in the town and enters 
upon another boulevard that follows the ocean 
in another curved beach that runs almost at 
right angles to Copacabana and _ terminates 
two miles farther on at another mountain 
promontory which projects into the ocean. 
On this beach, called Ipanema, are located 
the English Country Club and some very at- 
tractive homes. To the landward side of this 
beach, extending almost to the boulevard that 
skirts it, is a beautiful fresh-water lake of three 
or four square miles. 
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Our ride on the sea-shore on this occasion 
ended at the mountain end of the beach, and we 
returned to the city by passing around the rear 
of the fresh-water lake and entering Rio de 
Janeiro through one of the mountain passes that 
gave us a glimpse of pretentious homes. Finally 
we passed the old palace which formerly housed 
the Emperors of Brazil and drove down a famous 
lane of royal palms which extends to the main 
approach to the palace. Our ride ended at the 
hay boulevard, Botafoga. We had received a 
wonderful impression of a city that has a hundred 
attractions, each one of which one is desirous 
of knowing in detail. Our guide was one whom 
we could follow with confidence and with en- 
thusiasm. 

March 19. The weather, which we expected to 
be extremely warm, surprised us by its coolness 
and its tempering by the delightful sea breeze. 
The temperature had not been above 80° Fahr- 
enheit. 

Dr. Bowman C. Crowell, an eminent American 
pathologist stationed at the Oswaldo Cruz 
Institute, called and during our conversation 
gave us valuable information about the institu- 
tions of Rio de Janeiro. At 11 o'clock I paid 
my respects to our Ambassador, Mr. Edwin 
V. Morgan. 


3. The Faculty of Medicine 

At 1 o’clock Dr. Clark came and took Dr. 
Watkins and me to the Faculty of Medicine. 
There we were met by Dr. Aloysio de Castro, the 
Director of the Faculty, and under his guidance 
thoroughly inspected the medical school plant. 
Dr. de Castro, a young man under forty, a 
neurologist by specialty, during the four years 
after the beginning of the European war planned 
and superintended the construction of this 
huilding which must be one of the most complete 
and comprehensive that exists. It is a large, 
square, two story structure of stone and stucco, 
having at least a six-hundred-foot frontage. 
Upon exploring its main entrance, one soon finds 
himself in a large central patio with a concrete 
floor. From this court, through large doorways 
appearing like imposing colonnades, one may 
enter the dozen or more complete and separate 
departments of the College, each with its individ- 
ual equipment. The second floor is reached by a 
stairway which leads to a broad balcony that 
overlooks the court. The class-rooms are large 
and attractive, the ceilings are high, and each 
department has its own teaching amphitheater 
with comfortable chairs and mahogany desks for 
the students, and the last word in motion picture 
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cabinets, projectoscopes, and a broad demonstra- 
tion platform where every facility is provided for 
illustrating and demonstrating each particular 
subject. 

The laboratories are new and are equipped 
with the very latest devices. Each teacher of a 
theoretical subject has his own separate head- 
quarters, with a comfortable office and an ex- 
clusive apartment where he may gain seclusion. 

There is an attractive assembly room for the 
accommodation of the students, the Faculty, 
and the Director. This room is used for convoca- 
tions and on other important occasions. At one 
end of the room is a broad dais flanked at right 
angles by three tiers of seats, each row of seats 
having in front of it a large continuous desk. 
This slightly elevated platform is for the seating 
of the Director, the Faculty, and other distin- 
guished personages. Its general contour is like a 
horse-shoe whose ends open into a broad room 
where the audience is seated and which in turn 
opens through a colonnade onto the central patio 
of the whole building. 

The medical school occupies a beautiful site 
under the brow of a mountain at the extreme 
southern end of the bay. It faces the bay, re- 
serving on its side next the water, and under the 
shadow of Sugar Loaf, a splendid location for the 
contemplated and much needed clinical hospital. 
There is a sufficient reserved space to the south 
of the main building to accommodate an anatom- 
ical building and leave plenty of room for future 
expansion. 

Through the great open windows of one of the 
recitation rooms, with its polished mahogany 
seats and attractive equipment, we could see the 
mountains and the shipping of the bay. One of us 
remarked to the Director that he must have had 
an eye to the artistic environment in the con- 
struction of his workhouse. “ Yes,’’ he explained, 
“one can do more inspiring and more interesting 
teaching if his surroundings are attractive and 
satisfying.” 

Returning to the hotel we met Dr. Mendonca 
who called with his wife and daughters, accom- 
panied by Dr. Clark, his son-in-law. Dr. Men- 
donga is practically the Dean of Surgery in Rio de 
Janeiro, having had a long and distinguished 
career. He and Dr. Clark went over with me for 
the first time the list of the surgeons of Rio de 
Janeiro, and informed me that a committee of 
five surgeons had been appointed by the Director 
of the Faculty, Dr. de Castro, to act as my ad- 
visers in regard to the American College of 
Surgeons. Then, that we might be prepared to 
enjoy the city to our full, they took us to wit- 
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ness a motion picture film that had been taken 
from an aeroplane. It was a wonderful produc- 
tion, and under the guidance of our friends we 
received an impression of beautiful Rio de Janeiro 
that we could never have gotten in any other 
way. 

As we sat on the roof garden of our hotel that 
evening in a flood of moonlight, with a delightful 
summer temperature, with the city lights all 
around us, it began to dawn upon us that the 
extravagant things that we had heard about this 
southern paradise were attempts to describe the 
indescribable. 

4. The Bay 


March 20. In a comfortable steam launch we 
made a trip on the bay, out by Sugar Loaf to the 
south, east to the entrance to the harbor, and 
along the sentinel islands that separate the At- 
lantic Ocean from the bay. We traversed the 
shore line to the north until nearly the entire 
bay had been circumnavigated. From our launch 
we could get a perspective of the city with its 
irregular water line, its docks, its projections 
and indentations, its mountain background, 
its hills, and its characteristic buildings of many 
colors. It rained during a part of our excur- 
sion, but that only emphasized the greenness 
of the foliage which is so rich everywhere, and 
added to the mystery of the many valleys and 
coves. [We returned to the city at 3 o’clock. 
It was Palm Sunday, and in all of our lives we 
had never known a day that was better named. 


5. Oswaldo Cruz Institute 


March 21. The equinox. Rain in a downpour 
from early morning until 9 o’clock in the evening. 
As yet we had not experienced any very warm 
weather. In the early morning, Dr. Crowell of 
the Oswaldo Cruz Institute, and Dr. Clark called 
and carried us off to inspect the Institute, named 
for their Gorgas—Dr. Oswaldo Cruz. We drove 
in two cars to the north end of the city where on 
an elevation near the sea is the principal structure 
of this institution, the experimental laboratory, 
a very ornate building four stories in height and 
of Moorish construction. The Institute was 
founded in 1899 by Oswaldo Cruz, who was the 
pioneer in cleaning up Rio de Janeiro and later 
other outlying portions of Brazil. He eradicated 
yellow fever and the plague by following the 
principles which had been put into practice by 
our own Gorgas in Cuba and Panama. The 
President of the Brazilian Republic, who was 
skeptical concerning Cruz’ ability to carry out his 
promise to eradicate yellow fever from Rio de 
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Janeiro in one year, said to him: ‘How can I 
be sure, after all the expenditure of money that 
will be necessary, that you will be successful in 
accomplishing this miraculous. feat?” The en- 
thusiastic scientist replied: “If I do not succeed, 
you may behead me.” Within the year yellow 
fever was stamped out, and from that time to this 
Rio de Janeiro has been one of the most wholesome 
cities in the world. Oswaldo Cruz, who died 
several years ago at the age of forty-four, is a 
national hero. One of the most attractive boule- 
vards of the city is the Avenida Oswaldo Cruz, 
and in many places may be seen portraits and 
busts commemorating him. 

The Institute which now bears his name was 
planned and built by him, the Government con- 
tributing toward its construction and main- 
tenance. The Government now appropriates one- 
third of the expense of its up-keep. Thirty med- 
ical men, pathologists, curators, and other 
scientists are engaged in the work of the In- 
stitute. It is a great experimental center for 
study and teaching in connection with tropical 
diseases. At the head of it at present is the dis- 
tinguished Dr. Carlos Chagas, the discoverer 
of the tropical disease popularly known as: the 
Chagas disease. Dr. Chagas, while in the 
interior studying malaria, noticed an incurable 
disease which was characterized by enlarged 
glands, anemia, and final death. As it did not 
come under the head of malaria he decided that 
it was caused by some form of blood infection 
and probably from some parasite imparted by 
the bite of an insect. Finally, by untiring 
observation, he discovered that the disease was 
caused by the bite of a beetle-like bug which 
thrives in hot, unhygienic surroundings where 
people sleep, and which pursues its work in the 
early hours of the morning. It deposits a parasite 
or organism which Chagas has isolated and dem- 
onstrated to be the cause of the disease. The 
individual having the disease shows the parasite 
in his blood, saliva, and tissues. 

We were shown through the Institute in a 
preliminary way by Dr. Crowell. On the arrival 
of Dr. Chagas, he took us incharge. He is a man 
of medium size, with a fine, long head, and dark 
complexion, who at once, from his frank, direct 
manner, ingratiates himself into one’s being as a 
friend. He is about to visit the United States 
as the guest of the Rockefeller Institute. 

Another interesting head of a department of 
the Institute is Dr. Adolph Lutz, who is in charge 
of the work of preparing prophylactic and 
curative sera. His daughter, an attractive girl 
who speaks our language, is his assistant. Dr. 

















Dr. Oswaldo Cruz (deceased), Founder of the Oswaldo 
Cruz Institute, Rio de Janeiro, Brazil. 


Lutz is a serious-faced, apparently overworked 
man, an enthusiastic scientist, devoted to his 
work, and who, I suspected, thought: ‘What 
do all of these ignoramuses know about this 
intricate subject?” However, I want him to 
know that we were much impressed by his strong 
personality and his very interesting exhibit. 

The day was a red letter day for us and fur- 
nished one more thing to make us humble. How 
proud we all would be if such an Institute as 
this could be built as the first experimental unit 

i an international school in Panama for the 
-tudy and teaching of tropical diseases, liberally 
onstructed and endowed, and known as the 
(;orgas School of Tropical Medicine! 

After leaving the Institute, Dr. Clark drove 

: back to the city, and, incidentally, made a 

etour that gave us for the first time a view of 

1¢ elaborate docking facilities that the Govern- 
ent has constructed in improving its harbor. 
he docks are modern, with elaborate machinery 

'r loading and unloading and great storage ware- 
suses flanked by a broad, well-paved drive or 
‘proach that will extend for miles along the coast. 
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Dr. Carlos Chagas, Director of the Oswaldo Cruz Insti- 
tute, Rio de Janeiro, Brazil. 


We then drove to the American Embassy where 
I had an appointment with Mr. Morgan, our 
Ambassador. He invited us, with our wives, to 
luncheon with him at his summer residence in 
Petropolis at which time he was endeavoring to 
arrange for me an audience with the President 
of Brazil, who also has his summer palace in 
Petropolis. I found Mr. Morgan sympathetic to 
the Gorgas memorial plan, as he, like all Brazil- 
ian residents, had seen a practical demonstration 
of the application of the principles employed by 
Gorgas in stamping out tropical diseases. 

March 22. Day of rest. Took long beach 
drive with the ladies. Temperature remains de- 
lightful—today about 75° Fahrenheit. In fact, 
in this first week we have had none of the op- 
pressive heat that we experience in our northern 
summers. 


6. Sugar Loaf Mountain (Pao d’ Assucar) 


March 23. Took automobiles to the entrance 
gate for Sugar Loaf, a conical-shaped mountain 
which towers over the bay. The trip to its 
summit is made in two stages, from the base to 
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a companion mountain, about two-thirds the 
height of Sugar Loaf, called Penedo da Urca, 
where we disembark, traverse the top of this 
way-station, and take the long, final trip to the 
top of the mountain. The vehicle of transpor- 
tation is a small basket-like car, accommodating 
twenty passengers, which is suspended in midair 
on hung cables, and on them carried from one 
mountain height to the other. Viewed from a 
distance this aerial flight appears as a very peril- 
ous undertaking; but the reality furnishes a novel 
but unterrifying experience. When we reached 
our first station, we were concerned to see the 
higher second peak covered by a cloud. As we 
proceeded, however, it disappeared, and we were 
rewarded by a sunlit view of the bay, the 
city, the amphitheater-like mountains back of 
the city, and the great ocean to the east and 
south. A view from above of the tropical jungle 
that lies between the two mountains is a most 
interesting sight. It has a beauty of color, and a 
feathery-like softness of appearance that fairly 
tempts one to jump into it. 

In the evening our courteous friend, Dr. Clark, 
took us with our wives for a drive. He pursued, 
at the beginning, the same route that we had 
taken on the day of our arrival—the shore 
boulevard, through the tunnel to Copacabana, 
with its circular beach, through the beach at 
Ipanema, past the Country Club, to the terminus 
on the south at the mountain-like promontory 
projecting into the sea. Here we found that this 
won‘erful boulevard continues for many miles 
on the sides of the cliffs bordering the ocean. This 
road is lighted by electricity and is a great en- 
gineering accomplishment. Presently the real 
object of our ride was revealed. We were asked 
to look back from the heights. There below us 
were the two wonderful beaches, stretching for 
miles, with the white foam of the surf gleaming 
on the broad stretch of sand. The skirting 
boulevard was made conspicuous by the great 
string of electric lights, which transformed the 
whole scene into fairyland, and gave to it the 
appearance of necklaces of gold and _ jewels. 
We feasted upon this ever-changing scene as 
we retraced our mountain road and wondered 
if we had ever before seen anything so beau- 
tiful. 

7. Corcovado—Paineiras—the Aqueduct 

March 24. This day we visited Corcovado. 
The mountain is reached by cog railroad and 
has on its peak a pavilion which overlooks the 
city and surroundings. From this vantage point 
one gets not only a superb bird’s-eye view of the 
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bay of Rio de Janeiro and of the city itself, but 
of its relation to the surrounding country, its 
several summer suburbs with their extensive 
ocean beaches, and also of the mountain Jand- 
marks among which this is one of the most 
conspicuous. On arriving at the summit this 
day, we were enveloped in a dense cloud. Our 
disappointment was reaching the point of despair, 
when slowly, as through the screen of the cine- 
matograph away below us we discerned in the 
brilliant sunlight the ocean beaches of Copaca- 
bana and Ipanema. Turning we had a faint 
view of the city proper and its bay and shipping. 
Then a cloud enveloped us and the view dis- 
appeared. This was repeated several times, and 
finally the view was shut out not to be again 
revealed. 

The ride down the mountain side through its 
tunnel of green jungle, with the many glimpses 
one received of the valleys below, was as pleasing 
as the complete view received from the hight 
on a clear day. Nowhere about Rio de Janeiro 
can one view the jungle to as good advanta ze as 
on this ride. Here are depths and heights and 
the impenetrable tropical tangle undisturbed. 
Here are the purple and the yellow trees, the 
masses of vines and shrubs, the songs of birds, 
the high note of the many insects, and often 
against the green of the mountain the wonderful 
butterflies. 

Part way down the mountain we emerged into 
the sunlight with clouds and shadows of clouds 
around us, and stopped at Paineiras, a halting 
place, where a station and a restaurant mark the 
route of an ancient aqueduct that was built 
three hundred years ago to furnish water for 
Rio de Janeiro. The aqueduct is constructed of 
solid masonry and now, after three hundred 
years, is in perfect repair with a stream of pure 
mountain water flowing swiftly in the trough at 
its top. Paralleling the duct is a level path that 
one can follow for miles along the mountain side. 
It is buried under an arch of green, but at in- 
tervals openings between the foliage enable the 
pedestrian following its meanderings to get charm- 
ing glimpses of the valley below. Many times in 
the seclusion of this place highly colored paro- 
quets and sporting monkeys appear, although we 
were not fortunate enough on this occasion to 
see these signs of the real jungle. However, one 
cannot walk by this ancient work in the cool 
shade and listen to the song of its running water 
without being fascinated with it all. In this 
place, and in the mood of the tropical jungle, 
we lunched and satisfied the hunger of the 
body. 
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8. Santa Theresa Hill—San Silvestre 

March 25. Passed a quiet day that was util- 
ized in a ride by tram to the International Hotel, 
located on Santa Thereza Hill, and on to San 
Silvestre, a terminal on the Corcovado road. The 
tram takes one along the route of the old aqueduct 
which in many places at this height has been 
destroyed to furnish material for the construction 
of the road. On the approach to this hill and on 
its terraces are many of the picturesque homes of 
the people of Rio de Janeiro. Here, hundreds of 
feet above the bay, they have beautiful views, a 
stirring cool air, and the silence of the country. 


g. Policlinic 

March 26. Visited the Policlinic with Dr. 
Clark. It, too, was organized and is directed by 
Dr. Aloysio de Castro. This clinic is for the 
poor and deserving and is supported by the 
municipality. It is a substantial, four story 
building located on the Avenida Rio Branco, in 
the center of the fashionable shopping district 
of Rio de Janeiro, and all but the lower store 
front is occupied by the clinic, its laboratory, 
pharmacy, operating rooms, X-ray rooms, and 
administration rooms. It is an artistic structure 
and like all public buildings in Rio de Janeiro, 
it was built for all time of stone, steel, and 
marble. Its furnishings are substantial and its 
administrative offices and lecture rooms are 
elegant. The land and the building were given 
by the Government, and the clinic is maintained 
by an annual appropriation from the Government. 

All medical cases are treated here, and minor 
surgical operations that can be performed with- 
out hospital accommodations. Students from 
the University receive instruction in the clinic, 
the attendants being teachers on the Faculty 
of Medicine. So far as I could learn, there seems 
‘o be no special provision for the teaching of 
sraduates in medicine. 


10. The Alleluia 

In the afternoon we explored the city, which is 
1 ever continuous source of pleasure, and in the 
vening were the victims of a ball at our hotel 
lebrating the Alleluia. This is an annual 
vent of importance on the eve of Easter Sun- 
ay at which time the populace gives vent to 
joicing at the end of Lent. The ball afforded 
san opportunity to watch the smart set of the 
ciety of Rio de Janeiro, aided by adventur- 
us strangers from all the world, disport them- 
lves in gala array and festive mood. There 
‘ere many lights, much music, much dining and 
incing on the out-of-door roof garden, lasting 
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until the small hours of the morning. Through 
the eyes of our American young people, the 
Brazilian style of dancing appeared rather stren- 
uous; but it was evident that the example of num- 
bers prevailed, and before morning they had be- 
come apt imitators in the acrobatic struggle. 

March 27. Easter Sunday. Clear and cool. 
Mrs. Martin and I attended the Catholic Cathe- 
dral where mass was being said by the Cardinal. 
The service was most impressive and interesting. 

At 5 o’clock Dr. Clark drove us to the home of 
his father-in-law, where he himself lives, to take 
tea. The home is on the Santa Thereza Hill and 
has a most extensive view. We received a most 
cordial greeting and met several of their Bra- 
zilian friends, including Dr. de Castro and Dr. 
da Fonseca with their wives, Sehora Mendonca 
and her two daughters, the Sefiora Clark and 
Senorita Mendonga, also Sefiorita Solsa. There 
was some conversation in French, Portuguese, 
Spanish and English, and good music. S2eforita 
Mendonga played the violin with the skill of a 
professional. Dr. de Castro asked me if I was 
fond of music, and upon replying in the affirma- 
tive he asked me if I sang or played some instru- 
ment. Of course, I had to admit that I had no 
technical knowledge of music; but in turn I asked 
him if he was a practical musician. He admitted 
that he was passionately fond of music, played 
the piano for his own gratification, but was shy 
about performing before others. Finally he was 
prevailed upon to play. This Director of the 
Faculty of Medicine, a distinguished professor of 
neurology, modestly proceeded to the piano and 
with great skill and delicacy of touch played sev- 
eral delightful numbers, including a well-known 
Chopin Prelude, and excited the envy and ad- 
miration of his American auditors. 

We inspected Dr. Mendonga’s extensive li- 
brary of medical and general literature in Port- 
uguese, French, Engiish, and German, all 
languages which he reads. We drank tea and 
enjoyed the delightful hospitality of a Brazilian 
home. ua) 

11. Tijuca 

March 28. Tijuca! a name that excites the 
memory and the imagination of every visitor to 
Rio de Janeiro. While it is the name of a moun- 
tain, it calls to mind a marvellous circular drive 
through Alta B6a Vista, Vista Chineza, Meza de 
Imperador, Gavea Mountain, the sea cliff road, 
Leblon, and a return trip by the famous beach 
boulevards through Leme, Copacabana and 
Ipanema. At g o'clock on a beautiful morning 
like one of our own in June, we started in com- 
fortable motors with reliable guides and chauf- 
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feurs to take this drive. No description can do 
justice to this excursion. In it are packed all of 
the thrills and panoramas of Rio de Janeiro, a 
marvel of mountain sides, impassable heights, 
impenetrable jungles, fascinating bridle paths, 
and astonishing water falls which seem to come 
from the very skies, cascades, and bridal veils of 
mists. : 

At one point high on the mountain we emerged 
upon a promontory, and there below us was 
the many-colored city of Rio de Janeiro, the 
great harbor, and in a small gap between two 
island hills the Atlantic Ocean stretching on to 
Africa. In the great unfrequented valley below 
was a riot of color in the feathery green depths, 
and to the right and left near us towered im- 
passable rugged peaks of mountains. At another 
window in this highway we saw far below the 
ocean beaches of Copacabana, Ipanema, and 
Leblon. They are like wonderfully executed 
maps; the outlines are so pleasing and sym- 
metrical and the coloring is so unobtrusive and 
satisfying. For miles we continued to and fro, 
up and down, and around sharp turns, and all 
of the time we marvelled at the engineering feat 
that wrought this roadway which we enjoyed with 
perfect security. 

Finally, at the bottom of a valley that has the 
appearance of “Hell's Half Acre” because of 
the confusion of monster boulders that have been 
thrown there in some remote convulsion of na- 
ture in the beginning of things, and that have 
been clothed in their nakedness by the green 
mantle of the tropics, we stopped under one of 
these boulders, propped up by several others, 
and spread and ate our luncheon. Near by was 
a rushing brook of clear water that reminded us 
of the trout streams of northern Wisconsin. 

Then we motored home over the cliff road by the 
side of the Atlantic under the brow of Gavea, and 
by the Country Club where some of us stopped for 
a plunge in the tank or a frolic in the surf. It was 
an excursion that left one confused by its many 
revelations and anxious to spend a lifetime in 
admiring it in detail. 


12. Organizing a Committee on Credentials 


March 29. Attended a meeting at the Jockey 
Club of the committee appointed by the Director 
of the Faculty of Medicine, Dr. de Castro, to 
consider affiliation with the American College of 
Surgeons. Those present, besides Dr. de Castro 
and Dr. Clark (both of whom are medical men, 
the latter being present to act as interpreter), 
were Dr. José Mendonga, Dr. Alvaro Ramos, Dr. 
Joao Marinho, Dr. Auguste Paulino de Souza, 
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and Dr. Jos? Antonio de Alvan Fialho. After 
some preliminaries, I explained in detail the pur- 
poses of the College of Surgeons and the reasons for 
our desire to affiliate with the surgeons of Brazil, 
adding that if our wishes met with their approval, 
it was our desire that they proceed to organize a 
Committee on Credentials for the central and 
northern portion of Brazil, this committee to 
consist of seven members: surgeons, gynecologists, 
obstetricians, ophthalmologists, and aurists. I 
had furnished each member of this preliminary 
committee with a typewritten copy of the out- 
line of the talk that I expected to make. As they 
all read English, this prepared them to follow 
me more intelligently and to be prepared to act. 
The advances of the College as presented by me 
were cordially received. They promised to meet 
and to enlarge this committee to seven, to elect 
a Chairman and a Secretary, and to bring to me 
the applications for Fellowship in the College of 
the members of the committee. The committee 
also would carefully select an additional group of 
about fifteen Rio de Janeiro surgeons whom they 
would recommend for Charter Membership. I 
also asked them to suggest the names of a few 
surgeons from Bahia and Pernambuco. The meet- 
ing adjourned for coffee after we had accom- 
plished a very satisfactory hour’s work under the 
Chairmanship of Dr. de Castro, and with Dr. 
Clark as our interpreter. 


13. A Surgeon’s Office—Dr. José Mendonca 


March 30. Visited a model medical and 
surgical office. It was the private workshop of 
Dr. Mendonca, the surgeon, and Dr. Clark, the 
internist. The building, a four-story structure 
with a pharmacy on the first floor, was constructed 
on one of the principal business streets for the 
exclusive use of Dr. Mendonca. It contains an 
elevator and every convenience and modern 
apparatus for which an up-to-date surgeon and 
physician could wish, including an X-ray appa- 
ratus, a laboratory, and complete record files. 

Early in the morning Dr. Crowell called and 
I had a long talk with him about the proposed 
Gorgas Memorial which I hope will take the 
form of an experimental school in tropical 
medicine, something along the lines of the Os- 
waldo Cruz Institute in which Dr. Crowell is the 
advisor in pathology. Dr. Crowell has spent 
several years in the Philippines studying tropical 
diseases. He speaks Spanish, and during the short 
time he has been in Rio de Janeiro he has become 
very proficient in Portuguese. He is much in- 
terested in our scheme, and has promised to give 
me his views on the entire proposition. 














14. Sugar Loaf (Pao d’Assucar) at Twilight 

March 31. Visited Sugar Loaf (Pao d’Assucar) 
at twilight to see the sunset and the lighting of the 
city and bay. The sun sank in the west behind a 
curtain of mountains and a bank of clouds and 
sent a parting glory of yellow and red high into 
the heavens. All about us were the city, the bay, 
the mountains, the beaches, and to the east the 
Ocean. The colors rapidly disappeared in the 
tropical twilight, and, indistinctly at first, ap- 
peared the lights of the city. Then rows on rows 
of lights, like ropes of diamonds, were flashed on, 
and the picture was a map outlined in gold. Ships 
sent out their beacons, and far away at sea 
light-houses flashed their signals to the night 
traveler on the deep. And everywhere the picture 
was duplicated in the waters. We quietly watched 
these changes, wrought by man, and the eternal 
lights that dotted the heavens above us. 


15. Opening of the Faculty of Medicine 


April 1. At 1 o’clock Dr. Watkins, Mrs. 
Martin and I went to the Faculty of Medicine 
to attend the opening of the school for the year. 
Dr. Watkins and I had been invited as honored 
guests, and we had been notified that we would 
be expected to respond to an address. We were 
met at the entrance to the building by Dr. de 
Castro, the Director of the Faculty, and con- 
ducted to his room. There we met the Director 
of the University, a number of the members of 
the Faculty, and a Dr. Solomon of Vienna, who 
was also being honored as a distinguished guest. 
Senora de Castro, Frau Solomon, Mrs. Crowell 
and Mrs. Martin were the ladies present. 

Presently we filed into the large assembly 
room of the School, and the Faculty and guests 
were distributed in the seats of the raised dais 
facing the arena which stretched away to the 
patio through the open colonnades. The hall 
vas filled with students who gave us a vigorous 
reception in handclapping and “Oh! Oh’s!” 
as we found our places. The three distinguished 
guests were seated in front of large desks at the 
right of the presiding officer, Dr. de Castro, he in 
turn sitting at the right of the Director of the 
University. The ladies sat opposite on the left 
ving of the horse-shoe of raised seats. Sitting, Dr. 
le Castro explained the occasion that had brought 
is together, and in the course of his remarks our 
names were repeatedly mentioned. At the end of 

is remarks, which were applauded at intervals, 
Wr. Fernando Vaz, a member of the Faculty, 
rose, and read an address in English directed to 
‘he two American guests. At its.conclusion we 
ach responded in turn,and of course in English. 
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Dr. José Mendonga, Surgeon of the Faculty of Medi- 
cine, Rio de Janeiro, Brazil. 


My remarks, while made extemporaneously, were 
along the same general lines as those made by 
Dr. Watkins. However, I referred to the visit 
of Dr. Mayo and myself of the year before and 
to my return visit with Dr. Watkins as follows: 

“One year ago, with Doctor Mayo, I was 
privileged to visit the neighboring countries of 
South America—Peru, Chile, Argentine, and 
Uruguay. Again this year, with my colleague, 
Doctor Watkins, I have visited these same 
countries, and have been greatly gratified to 
visit also two great medical centers of Brazil— 
the largest country in South America. 

“In the neighboring countries and in your 
country we have found medical schools which 
equal in equipment, in teaching methods and in 
clinical facilities, those of the United States and 
Canada, and, what is of more importance, a 
compulsory course in medicine or from six to 
seven years instead of the four and five year 
course required by the countries constituting 
the balance of the world. 

“Here, in the most beautiful city of the world, 
we have inspected, under the guidance of your 
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honored Director, your new and perfectly equip- 
ped medical institution, which now, today, we 
are so proud to occupy. When I return to you 
next year I predict that on the beautiful plot of 
ground across the Avenue there will appear the 
foundation of a great clinical hospital, and on 
another a great anatomical building which will 
be constructed, equipped, and financed by your 
very efficient Government. With this, your 
palace workshop, and with that, your clinical 
hospital, and with your many hospitals that 
already furnish you with adequate clinical 
material, and your great Oswaldo Cruz Institute 
for the study of tropical diseases, with its dis- 
tinguished Doctor Chagas, the medical students 
of Brazil are most fortunate. 

“Do you appreciate ‘the responsibility devolv- 
ing upon the medical profession of Brazil? Do 
you realize that the Panama Canal could not 
have been built if it had not been for Gorgas and 
his sanitarians? Do you realize what a garden 
spot of the world Brazil will become if for the 
whole country the same work is done that has 
been done here in Rio de Janeiro by Oswaldo 
Cruz, Carlos Chagas, and your group of brilliant 
sanitarians? 

“T extend my congratulations to the students 
of this university. I congratulate you, the 
members of the Faculty, in having about you 
such wonderful facilities for doing your work, for 
such a distinguished body of students. And I 
congratulate you, our Director, for the magnifi- 
cent work that you have performed for the 
science of medicine in this great country, and for 
the loyal Faculty and student body that you have 
collected about you to support you and to en- 
courage you. 

‘And now, before closing, let me extend a 
sincere invitation to you all,—students, Faculty, 
and Director—to visit our United States of North 
America, and in doing this I wish to present the 
greetings of the medical profession of my country 
to the medical profession of the United States of 
South America—Brazil.”’ 

Two amusing incidents occurred while we were 
speaking. During Dr. Watkins’ talk, without 
warning to him, the newspaper photographers 
exploded a flash-light which went off with a terrific 
report. Perceptibly he jumped; but the flow 
of oratory possessed momentum that would not 
be brooked and it went on. The sound of my 
strange voice and unknown tongue aroused the 
well cultivated voice of some mongrel dog that 
had wandered into the meeting room, and for 
fully a minute it vied with me, and at one time I 
thought that the cur was going to win in the con- 
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test; but I struck a higher pitch and succeeded in 
discouraging him in his efforts. Each of us of 
course received vigorous applause at the end of 
our talks. It was inspiring to watch the audience 
of students. As soon as the members of the 
Faculty were seated the students left their chairs 
and crowded forward and stood, completely 
filling the arena in front of the Faculty group. 
They were a fine, brilliant lot of young men, and 
they seemed to be keenly interested in the 
speeches made in an unknown tongue by the 
guests. 

Dr. Marinho made an address in German to 
Dr. Solomon and he responded at considerable 
length in French. After a few other formalities 
we went to an upper room in the building and 
were served with coffee, ices, and patisserie, drank 
several toasts and then, with the Faculty and the 
ladies, were duly photographed. 

We later drove to our hotel, relieved ourselves 
of our long-tailed coats and silk hats, and at 4 
o'clock were taken by Dr. de Castro and Dr. 
Clark for another ride to the wonderful Tijuca. 
The day was perfect, the afternoon sun making 
more beautiful the winding roads and _ bridle 
paths in the mountain valleys. One can never 
tire or solve the mysteries of this excursion in the 
hills. It was particularly delightful to have 
these new friends as guides and to have them 
point out the beauties which appealed to them. 
It is like life, this exploration of these intricate 
natural beauties, one receives from it according 
to his tastes, his standpoint, and his ability to 
appreciate. . 

16. Petropolis 

April 2. Petropolis. The evening before we 
had received a telephone message from Mr 
Morgan, our American Ambassador, stating 
that he had arranged an audience for me with the 
President of Brazil, and inviting me, with Dr. 
Watkins and the ladies, to luncheon with him at 
the Embassy in Petropolis; afterwards he would 
accompany me in my visit to the Executive 
Mansion. Petropolis is a city of summer homes 
for the society of Rio de Janeiro and the Govern- 
ment officials, including the official home of the 
President. It is also the site of the summer 
homes of the various ambassadors to Brazil. 
It is situated in the mountains, at an altitude of 
several thousand feet, about two hours out of 
Rio de Janeiro, and is reached by railroad. For 
a part of the way the steep climb is made by cog 
road. The scenery along the way is most inter- 
esting and would become worldfamed if it had 
not to compete with the environment of Rio de 
Janeiro. 

















On arriving at Petropolis we took a drive 
about the interesting city. It is peculiar in that 
it has wide streets through the center of which, 
dividing them into two roadways, runs an open 
canal thirty to forty feet in width, through which 
flows pure water from the mountains. These 
canals are bridged at the street intersections and 
are bordered with trees. 

At 12:30 we arrived at the Ambassador’s 
residence, and were cordially greeted. Mr. 
Morgan, a charming bachelor about forty-three 
years of age, has been the Ambassador to Brazil 
for nine years, having been appointed during 
ex-President Taft’s administration. He is very 
popular with the Brazilians and they are ex- 
tremely anxious that he shall remain with them. 
He seems equally fond of them having learned 
their language and become one of them. Mrs. 
Benton, the mother of a Secretary at the Em- 
bassy, was hostess this day, and we had an in- 
teresting and delightful luncheon. 

\t 2 o’clock the Ambassador accompanied me 
to the “White House,”’ which is located in the 
grounds adjoining Mr. Morgan’s attractive resi- 
dence. The Secretary to the President, Sefior 
I.-tamphila Demoura, is a Brazilian Naval Officer 
who during the war was a naval attaché in the 
-azilian Embassy at Washington. While in 
\\ ashington he lived at the Highlands, and knew, 
«mired and loved General Gorgas, who was his 
shbor. As my object in visiting the President 

to interest him in a proposed memorial to 
(..neral Gorgas, I considered that it presaged 
| for my mission to have the sympathy of 
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this influential attaché who is so near to the Ex- 
ecutive. 

Mr. Morgan accompanied me when the Presi- 
dent received me. The President rose from his 
chair which was next to a table at the end of 
a long room that might have been the cabinet 
room, greeted us cordially, and conducted us to 
chairs. He is a man of medium height, bronzed 
skin, keen, brilliant eyes, dark, bushy hair, and 
an agreeable and attractive personality. He 
speaks English fluently. I related my story 
about the Gorgas memorial, and fortunately 
was able to illustrate the value of the memorial 
that I proposed by the example of the Oswaldo 
Cruz Institute which is supported by his own 
Government, and by the work that the Institute 
is doing under the directorship of Dr. Chagas. 
I also took the occasion to congratulate him on 
his sympathetic support of their Medical School, 
and to call his attention to the great need of 
the school for a clinical hospital. He asked a 
number of questions, showing a genuine interest 
in my mission, and was apparently much pleased 
by my appreciation of their medical institutions. 

As we were leaving, he called the Ambassador 
to him and told him, with apparent elation, that 
he had just received from President Wilson, a 
personal letter in his own handwriting, thanking 
him for some expressions of appreciation in 
regard to Mr. Wilson and his great work that he 
had uttered in an interview. President Epitacio 
Pessao was the Brazilian representative at the 
Peace Conference in Paris, and had known 
President Wilson there. 
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We then returned to the Ambassador’s home, 
spent a half hour in the beautiful grounds, tak- 
ing some snap-shots as souvenirs, and making our 
adieus after a very happy and delightful day. 

April 3. Dr. Alvaro Ramos called and in- 
vited us to a clinic for Monday. He informed me 
that the tentative committee on the affairs of the 
American College of Surgeons had met, added 
two to its number, and as a full-fledged Com- 
mittee on Credentials, had elected Dr. José 
Mendonga as Chairman, and Dr. Olympia da 
Fonseca as Secretary. As Dr. Fonseca has been 
for many years the Secretary of the Society of 
Medicine of Rio de Janeiro, we felt that an ex- 
perienced man had been chosen. The day was 
warm and we kept well within doors and enjoyed 
a Sunday rest. 

In the evening we were the guests of Dr. 
Bowman C. Crowell at the Hotel Central. The 
Swedish Minister, Mr. Herman Gade, and his 
charming wife, a Chicago woman, were also 
guests. It was a delightful treat to limber up our 
Yankee tongues and be sure that we were being 
understood. We adjourned to the roof garden 
for coffee, and had another view of the electric- 
lighted bay and city. But a short distance away 
was Sugar Loaf, with its stations illuminated and 
its little basket of human cargo swinging to and 
fro. ; = 

17. A Surgical Clinic 

April 4. Visited the Misericordia Hospital, the 
large municipal institution with several hundred 
beds, and witnessed an operation by Dr. Alvaro 
Ramos. The case had been well worked up and 
the records were read and translated to us. The 
diagnosis was a “retroperitoneal cyst of the 
middle abdomen.” The written records shown to 
us in this hospital would have warmed the heart 
of the Committee on Hospital Standardization of 
the American College of Surgeons. Ether an- 
esthetic was administered. The cyst was ex- 
posed and rolled out, and proved to be a tumor of 
the mesentery. It was skillfully handled and we 
could not but be pleased with the correctness of 
the diagnosis. Dr. Ramos is a skillful surgeon. 
His technique is that of the French, and of the 
character that one would approve for an opera- 
tion upon himself. These are skillful, daring oper- 
ators. Dr. Ramos showed us his wards, large airy 
rooms, the laboratories, and the large out-door 
dispensary containing hundreds of waiting pa- 
tients. 

18. Strangers Hospital 

We than drove with Dr. Ramos and Dr. 
Franklin P. Pyles (an American surgeon) to 
the Strangers Hospital, the English Hospital, 


built in an attractive location on a hill over- 
looking Botafoga Bay. With Dr. Ramos we also 
inspected a large insane hospital in which he has 
a surgical service. We then visited his home, 
a commodious residence on a fashionable street, 
where we viewed his extensive library. Three 
large rooms, filled to the ceilings, were required 
to accommodate the books and pamphlets.- Dr. 
Ramos is proud of this library, and he may well 
be. He had English, German, French, Spanish, 
Italian, and Portuguese journals and text books, 
all of which he reads. I was gratified to see that 
SURGERY, GYNECOLOGY AND OBSTETRICS, in 
files from the beginning, occupied several shelves, 
and that he had taken the INTERNATIONAL 
ABSTRACT from the journal proper and had bound 
them in separate volumes. He took pains to 
show us a number of copies of the Journal of the 
American Medical Association which contained 
the articles on South America written by Dr. 
Nicholas Senn fifteen years ago. 


19. Luncheon with Dr. Chagas 


At 12 o’clock Dr. Watkins and I with our 
wives were guests at luncheon at the home of 
Dr. Chagas. This gave us another opportunity 
of visiting a Brazilian home. Dr. Chagas, who 
speaks some English, and his charming wife, who 
speaks more English, and an attractive son of 
seventeen who outstripped them all, were our 
hosts. Dr. and Mrs. Crowell and one other 
couple were also guests. We had a delightful 
hour, and we are looking forward to the visit 
that Dr. Chagas and his family are about to 
make to the United States. This scientist has a 
charm of manner that is irresistible, and an ex- 
pression of adequacy and extreme modesty. 


20. An Emergency Operation 

On one of the early days of our visit to Rio cd 
Janeiro Dr. Clark called for us in the edge of th: 
evening to see an emergency appendectomy whic! 
Dr. Mendonca was to perform on one of hi- 
students. He was to operate in a strange hospital. 
Everything was new to him, and besides D1 
Clark, who was acting as first assistant and wl 
was giving the ether anesthetic, he had but o1 
assistant in the operating room. 

The case was a difficult one, with a retrocec: 
gangrenous appendix. The operation was car 
fully and skillfully performed. We were gratef 
to this great surgeon for calling us to see an eme 
gency operation that was to be performed in 
strange environment—which always takes cou! 
age and shows that the operator has the courag 
of his convictions. 


——, 
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April 5. Visited a well equipped hospital 
which had been the residence of a wealthy citi- 
zen, and which was located in an extensive pri- 
vate garden. It is exclusively for maternity 
cases and attendant ills. We were met by Dr. 
de Castro, the Director of the Faculty. We saw 
an abdominal section for a retroversion, and a 
Gilliam operation, skillfully performed. The op- 
erating technique was conventional and good. 

We then drove to another Maternity Hospital, 
where we saw Dr. Magalhaes, a handsome man 
with the face and appearance of our own Marion 
Sims in his younger days. He showed us his 
hospital and we saw him do a good operation on 
an ovarian cyst. There has been an attempt to 
screen this hospital under the inspiration of a 
South American who recently visited North 
America, but it has been a failure because in- 
stead of placing a large screen on the outside of 
the large window casing in a position not to 
interfere with the opening inward of the French 
windows, the screens had been placed in one or 
two of the window lights of the French windows, 
leaving the glass panes in the others. To make 
the screens effective, the windows must remain 
closed and the air is excluded. If the windows 
are opened, as they should be most of the time, 
the screens are of no use. It was evident, of 
course, that the screens were not a success and 
had failed in practice to popularize themselves. 


21. The American Chamber of Commerce 


At noon we were guests at the Restaurant 
Assyrio of the American Chamber of Commerce of 
Rio de Janeiro. This luncheon was given in honor 
of the members of the American Express Com- 
pany’s party. About two hundred men were in 
attendance and it was an attractive function. 
Dr. Watkins was one of the speakers. 

In the evening Dr. Watkins and I were guests 
at a banquet given at the Hotel Central by a 
group of the medical men of Rio de Janeiro. 
Among the Rio de Janeiro medical men present 
were Drs. de Castro, Chagas, Mendonca, Ramos, 
Couto, Vaz, Clark, Fonseca, Leas, Marinho and 
others. Dr. Mendonga presided at the social 
function which followed the banquet and read an 
address to the guests. The banquet was given as 
a courtesy to the representatives of the American 
College of Surgeons. I responded in behalf of the 
College and thanked the profession of Rio de 
Janeiro for the cordial reception they had given 
us. I explained the reason of the visit of Dr. 
Mayo and myself last year, and of the return visit 
of Dr. Watkins and myself this year, and, in be- 
half of the College, invited the surgeons of Brazil 
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to visit the Clinical Congress of the College to 
be held in Philadelphia this year. I spoke 
particularly of the broad culture of the South 
American surgeons and our realization that the 
medical men of South America were not satisfied 
with their own immediate environment alone 
and were not content to remain provincial, but 
that they insist upon taking supplementary 
courses of graduate instruction in England, 
France, or Germany; that this presupposes the 
knowledge on the part of the South American 
doctor of at least one language besides his own, 
and frequently of two or three foreign languages; 
that the South American surgeon is, therefore, 
a world’s man, a cultured man, and not of the too 
commercial type; that we found the members of 
his family to be linguists; that they have travelled, 
and that they are highly cultured; that the 
average South American surgeon—in his knowl- 
edge of the world, and in his professional informa- 
tion—is probably far in advance of the average of 
his professional brethren in the United States and 
Canada; that Dr. Mayo and I had found in South 
America some of the best hospitals in the world; 
that we had observed some of their surgeons at 
their work, and had admired it, and that we hoped 
all of this would cement a closer relationship 
between the surgeons of the two Americas; 
that our problems are different, and only by a 
friendly interchange of opinion can we view 
things from the same standpoint; that many of 
our surgeons of North America are desirous of 
visiting South America and of learning from the 
surgeons of the southern continent; and, in turn, 
that we wish to have the surgeons of South 
America visit the United States and Canada. 

I closed my remarks by congratulating the 
surgeons of Rio de Janeiro, the metropolis and 
capital city of Brazil, in establishing but one med- 
ical school. I urged them as men in authority to 
combine in their Faculty of Medicine all of the 
strong men in order to prevent the development 
of factional groups, which would scatter the 
efforts of the profession by fruitless competition, 

April 6. Witnessed an operation by Dr. Pyles, 
a capable American Surgeon, at the Strangers 
Hospital. 


22. A Nose and Throat Specialist—Dr. Joao 
Marinho 


April 7. Inspected an office building, built and 
equipped by Dr. Marinho, a nose, throat and ear 
specialist, as his exclusive office work-shop. The 
building is four stories in height, and about 
twenty by thirty feet in area. An elevator 
connects all floors. The building is utilized as 
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follows: First floor—reception room with office 
attendant, and recording room; second floor— 
clinic for people who can pay nothing or very 
little, fully equipped with several stalls where he 
and his assistants work several hours in the morn- 
ing of each day; third and fourth floors—offices 
for private patients and extensive laboratories; 
fifth floor—an assembly room, with projecto- 
scopes, lanterns, and other equipment for teach- 
ing and demonstrating to groups. The building 
occupies a site in the center of the business 
section of the city. It is constructed of stone, 
steel, and glass, and contains the latest type of 
modern office equipment imported from Europe 
and America. The builder of this palace work- 
shop is a charming man, and is one of the dis- 
tinguished teachers in the Faculty of Medicine. 
He is about forty-five years of age, full of en- 
thusiasm, and devoted to his work. He speaks 
some English, and has promised to visit the 
United States. 

At 11 o’clock, Mrs. Martin and I decided to 
take another trip to Corcovado. We went by the 
San Silvestre tram and climbed from there to 
Paineiras by cog. On the terrace of the hotel, 
overlooking the sea in the direction of the 
Country Club, we had our luncheon and feasted 
oureyes. After walking a mile by the old aque- 
duct, we went to the top of Corcovado. In 
this instance it was cloudless. 

At 5 o'clock of this same day we were the 
guests of the Mendongas and the Clarks at the 
Rio de Janeiro Athletic Club, the Fluminense. 
It is a club of great beauty at the mountain base 
in the fashionable residence portion of the city, 
adjoining the Emperor’s old palace, the grounds 
of which portions of it overlook. It contains a 
foot-ball field, tennis courts, buildings with bil- 
liard and card rooms, dining rooms, ball rooms, 
libraries, and bowling alleys. There is also a large 
swimming pool, with a canopy top and balconies 
for spectators. Fresh salt-water from the sea is 
constantly pumped into the great tile-lined tank. 

At 8:30 in the evening our party of five dined 
with Ambassador Morgan at the Country Club. 
There were sixteen at dinner. Mr. Morgan is an 
ideal host and is to be envied in his position. He 
has gathered about himself a delightful court 
from the English speaking colony and is equally 
popular in Brazilian circles. 

April 8. Dinner with Dr. and Mrs. Pyles at the 
Jockey Club. The Crowells, Mr. Gade, the 
Swedish Ambassador, and his wife and a number 
of others were present. Mrs. Pyles is an exceed- 
ingly attractive woman and a charming hostess. 
Dr. Pyles’ father was a Virginian who migrated to 
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Brazil with a number of southerners after our 
Civil War. Dr. Pyles was born in Brazil, but re- 
ceived his education in the United States. He is 
devoted to his profession of surgery and to the 
Brazilians. 


23. Embarking on the SS. Vauban 


April 9. And now, with sadness and regret, 
we have come to the end of this holiday that has 
had so much of profit and pleasure in it. We 
were driven to the SS. Vauban at noon, prepara- 
tory to sailing at 4 o’clock; but previous to this, 
that our last day might be punctuated by the 
business in hand, we went with Dr. Clark to 
witness an operation for nephrectomy under 
local anesthesia by Dr. Mendonga. Everything 
passed off according to schedule, and we were 
more than ever filled with admiration for the 
graciousness and skill of this great Brazilian 
surgeon. 

At 2 o'clock, as we looked out from the deck 
of the ship, the Mendongas and the Clarks 
appeared, and in the arms of the ladies and the 
chauffeur were great bouquets of flowers for Mrs. 
Watkins and Mrs. Martin which fairly filled our 
staterooms. Mr. Morgan brought us magazines, 
Dr. Ramos, Dr. de Castro and Dr. Marinho came 
to say adieu, and at the last hour came Dr. 
Olympia da Fonseca, the Secretary of our Com- 
mittee on Credentials, with his greetings and a 
substantial package which contained the applica- 
tions for Fellowship in the College of the seven 
members of the committee, duly signed and ap- 
proved, each with a draft pinned to it covering 
the membership entrance fee. A list of a number 
of candidates, including a group from Bahia 
will follow. 

The bell tolled, final goodbyes were said, and 
the curtain slowly descended on a great scene of a 
great drama. 


RETROSPECT 


This is my second visit to the South American 
countries. Some one in Argentine asked me why 
I came back. Some one in Brazil has asked me if 
I shall return to this country. One visits these 
countries for the first time in a spirit of adventure, 
because one has in one’s vision great countries in 
our own southern continent where new things will 
be found, where new beauties will be appreciated, 
and where a people of a new world will be building 
a new empire upon a prehistoric empire; where 
the southern cross will give a new standpoint 
from that of the polestar, and where one can spen:! 
a profitable holiday away from the snow and frost 
of home, in a land of warmth and sunshine. 
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One visits these countries a second time not 
in a spirit of adventure and exploration but in a 
spirit of friendship—friendship for its civiliza- 
tion; friendship for a people of old Portugal and 
Spain, recreated by decades of transition on the 
lands of a southern America to a strong race of 
loving, competent people; friendship for a peo- 
ple who take time to be polite, to gain culture, 
to cultivate the arts, and to learn the languages 
of the world. One comes to get relief from the 
sordid hustle and bustle of a too practical country, 
and to drink in some of the wine of repose and 
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vision that is possessed by these Americans of the 
South. 

And so, life being spared, we will come again 
and again. When we are away in our own great 
land and at our work, we shall profit by our 
memories of the artistic people of the land of 
sunshine, and shall know that we have friends 
with warm hearts and glad eyes waiting to give 
us the hearty handclasp of welcome another year. 
We will come because we admire their great 
countries and because we have learned to love 
their people. 
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THE CLINICAL CONGRESS IN PHILADELPHIA 


/YNHE eleventh annual session of the Clinical 
Congress of the American College of Sur- 
geons will be held in Philadelphia during the 

last week of October of this year, this being the 
third session of the Congress to be held in that 
city. The session will open with the presidential 
meeting on Monday evening, and following the 
general plan of previous sessions, the morning 
and afternoon hours of the succeeding four days 
will be devoted to operative clinics and demon- 
strations in the hospitals and medical schools 
with scientific meetings each evening in the ball- 
room of the Bellevue-Stratford. 

A committee of Philadelphia surgeons, headed 
by Dr. George P. Muller, Chairman, and Dr. 
Damon B. Pfeiffer, Secretary, is actively engaged 
at this time in developing a program of clinics 
and demonstrations that will fully represent the 
clinical activities of that great medical center. 
In this program all departments of surgery will be 
represented, including gynecology, obstetrics, or- 
thopedics, urology, surgery of the eye, ear, nose, 
throat, and mouth, experimental surgery, surgical 
pathology, roentgenology, etc. 

General headquarters for the Congress will be 
at the Bellevue-Stratford Hotel where the entire 
first floor has been reserved for the use of the 
Congress. The large ballroom will be utilized 
for the evening sessions and for certain clinical 
demonstrations in the mornings and afternoons. 
The Clover, Red, Green, and other large rooms 
and foyers on the same floor will be utilized for 
registration and ticket bureaus, bulletin rooms, 
etc. 

The annual business meeting of the American 
College of Surgeons and the Clinical Congress will 
be held on Thursday afternoon at 3 o’clock in the 
ballroom of the Bellevue-Stratford. 


At the ninth convocation of the American Col- 
lege of Surgeons, to be held in the ballroom on 
Friday evening at 8 o’clock, fellowship in the 
College will be conferred upon a large group of 
American and Canadian surgeons, and at the 
same time honorary fellowships will be conferred 
upon the distinguished foreign guests. 

It is expected that the railways will grant a 
substantial reduction in fares for the Philadelphia 
meeting, an application therefor being pending 
before the Trunk Lines Association. Detailed in- 
formation with regard to fares and traffic arrange- 
ments will be published in later issues. 


LIMITED ATTENDANCE—ADVANCE REGISTRATION 


Because of the popularity of these annual clini- 
cal meetings it has been found necessary in recent 
years to adopt the plan of limiting the attendance, 
requiring registration in advance on the part oi 
those who wish to attend. A survey of the amphi- 
theaters, lecture rooms, and laboratories in the 
several hospitals and medical schools, as to their 
capacity for accommodating visitors, will be 
made and the limit of attendance based thereon. 
This plan insures accommodations at the clinics 
for all who register in advance, and the necessity 
for adopting such a plan will be apparent to all. 
Based upon our experience at previous meetings, 
it is probable that the limit of attendance will be 
reached weeks in advance of the meeting, hence 
the necessity for early registration, for when the 
limit of attendance has been reached through ad- 
vance registration, no further applications can be 
accepted. 

CLINIC TICKETS 

Attendance at all clinics and demonstrations is 
controlled by means of special clinic tickets, the 
number of tickets issued for any clinic being 
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limited to the capacity of the room in which the 
clinic is to be given. The use of clinic tickets has 
proven an efficient means of providing for the dis- 
tribution of visiting surgeons among the several 
clinics and insures against overcrowding. 

, Tickets,will be issued each morning at 8 o’clock 
for that day’s clinics, except that for Tuesday’s 
clinics the tickets will be issued Monday afternoon. 


REGISTRATION FEE 

A registration fee of $5.00 is required of each 
surgeon attending the annual clinical meeting, 
the receipts from such fees providing the funds 
with which to meet the expenses of conducting 
the meeting, so that no financial burden is im- 
posed upon the members of the profession in the 
city entertaining the Congress. 


STATE CLINICAL MEETINGS 


Meetings of state sections of the Clinical Con- 
gress of the American College of Surgeons were 
held during April for the state of Ohio at Cleve- 
land, April 1 and 2; for New Jersey at Newark, 
April 11 and 12; for Virginia at Richmond, April 
14 and 15;for West Virginia at Wheeling, April 
18 and 19; for Michigan at Detroit, April 28 
and 29. At each meeting there were clinical, 
scientific, and public sessions, and a hospital con- 
ferenceonstandardization. The programs follow. 


OHIO 
FRIDAY, APRIL I 
Clinics 
At the Charity, City, Huron Road, Lakeside, Maternity 


Mt. Sinai, St. Alexis, and St. Ann’s Hospitals, 9 
a.m. to 12 m. 


Scientific Session, 2 p.m. 
Charles S. Hamilton, M.D., Chairman, Ohio State Section, 
Presiding. 

The Diagnosis and Management of Small Renal and 
Uretral Calculi—Hugh Cabot, M.D., Ann Arbor. 
Restoration of the Obliterated Eye Socket—John W. 

Wheeler, M.D., New York. 


Hospital Conference, 3:30 p.m. 

Walter H. Snyder, M.D., Presiding. 

The Hospital Program of the American College of Surgeons 
and the Meaning of the Minimum Standard—Harold 
M. Stephens, Director of Hospital Activities, Amer- 
ican College of Surgeons. 

[he Program of the American College of Surgeons as 
Applied to Catholic Hospitals—Rev. C. B. Moulinier, 
S.J., President of the Catholic Hospital Association. 

The Work of the Hospital Surveyor—James L. Smith, 
M.D., Hospital Survey Department, American 
College of Surgeons. 

Experience with the Standardization Program of the 
American College of Surgeons from the Surgeon’s 
Standpoint—George W. Crile, M.D., Cleveland. 

Experience with the Standardization Program of the 
American College of Surgeons from the Hospital 
Superintendent’s Standpoint—Frank E. Chapman, 

_ Superintendent, Mt. Sinai Hospital, Cleveland. 

Discussion—Opened by C. D. Selby, M.D., Toledo. 


Public Meeting, 8:30 p.m. 
Charles S. Hamilton, M.D., Chairman, Presiding. 
Address of Welcome—Hon. James Garfield. 


Public Health, a Community Responsibility—Hugh Cabot, 
M.D., Ann Arbor. 

The Importance of Goiter Being Recognized by the 
General Public—Willard Bartlett, M.D., St. Louis. 

Program of the American College of Surgeons—Judge 
Harold M. Stephens, Director of Hospital Activities, 
American College of Surgeons. 

Standardization of Hospitals—Rev. C. B. Moulinier, S.J., 
President of the Catholic Hospital Association. 


SATURDAY, APRIL 2 


Clinics 
At the Charity, City, Huron Road, Lakeside, Maternity, 
Mt. Sinai, St. Alexis, and St. Ann’s Hospitals, 9 a.m. 
to 12 m. 


Scientific Session, 3 p.m. 
A Contribution to the Subject of Local Anesthesia— 
Willard Bartlett, M.D., St. Louis. 
Essential Neuralgia of the Fifth Cranial Nerve (Tic 
Douloureux)—Lyndon Holt Landon, M.D., Pitts- 
burgh, Pa. 


NEW JERSEY 
MONDAY, APRIL II 


Clinics 
At the Newark City, St. Michael’s, St. Barnabas’, St. 
James’, Newark Memorial, Presbyterian, Beth 
Israel, Newark Private, and Babies’ Hospitals; 
Newark Eye and Ear Infirmary; and Home for 
Crippled Children, 8 a.m. to 12:30 p.m. 


Hos pital Conference, 2:30 p.m. 

Walter B. Johnson, M.D., Chairman, New Jersey State 
Section, Presiding. 

The Hospital Program of American College of Surgeons 
and the Meaning of the Minimum Standard—Harold 
M. Stephens, Director of Hospital Activities, Ame- 
ican College of Surgeons. 

The Program of the American College of Surgeons as 
Applied to Catholic Hospitals—Rev. C. B. Moulinier, 
S.J., President of the Catholic Hospital Association. 

The Work of the Hospital Surveyor—James L. Smith, 
M.D., Hospital Survey Department, American 
College of Surgeons. 

Experience with Standardization Program of the American 
College of Surgeons, from the Surgeon’s Standpoint— 
John C. Moody, M.D. 

Experience with the Standardization Program of the 
American College of Surgeons, from the Hospital 
Superintendent’s Standpoint—Mr. Thomas R. Zulich, 
Superintendent, Paterson Hospital. 
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Discussion—Opened by Philander A. Harris, M.D., 


Paterson, N. J. 


Public Meeting, 8:30 p.m. 

Hon. William N. Runyon, State Senator, Presiding. 

The American College of Surgeons—Judge Harold M. 
Stephens, Director of Hospital Activities, American 
College of Surgeons. 

What the Surgeon is Doing to Limit the Necessity for 
Operation—Robert L. Dickinson, M.D., New York. 

The Work of the American Society for the Control of 
Cancer—Howard C. Taylor, M.D., New York. 

The Medical Profession and the Legal Profession—Ed- 
ward M. Colie, Esq. 

The Standardization of Hospitals—Rev. C. B. Moulinier, 
S.J., President of the Catholic Hospital Association. 

TUESDAY, APRIL 12 
Clinics 

At the Newark City, St. Michael’s, St. Barnabas’, St. 
James’, Newark Memorial, Presbyterian, Beth Israel, 
Newark Private and Babies’ Hospitals; Newark Eye 
and Ear Infirmary; and the Home for Crippled Chil- 
dren, 8. a.m. to 12:30 p.m. 


Scientific Session, 2:30 p.m. 
Walter B. Johnson, M.D., Chairman. 
Operations in Previously Nephrectomized 
George N. Sommer, M.D., Trenton, N. J. 
The Operative Indications in the Cure of Retroversion 
and Prolapse—Robert L. Dickinson, M.D., New 
York. 
Prostatic Symptoms Be Postponed?—Ellis W. 
Hedges, M.D., Plainfield, N. J. 
The Use of Radium in Gynecology—Howard C. Taylor, 
M.D., New York. 
General Discussion. 


Patients— 


Can 


VIRGINIA 


THURSDAY, APRIL 14 
Clinics 
At the St. Luke’s Memorial, St. Philip’s and the Dooley 
Hospitals; the Johnston-Willis Sanitarium; and the 
Retreat for the Sick, 9 a.m. to 1 p.m. 


Hospital Conference, 2:50 p.m. 

A. Murat Willis, M.D., Chairman, Virginia State Section, 
Presiding. 

The Hospital Program of the American College of Sur- 
geons—Judge Harold M. Stephens, Director of 
Hospital Activities, American College of Surgeons. 

The Work of the Hospital Surveyor—James L. Smith, 
M.D., Hospital Survey Department, American 
College of Surgeons. 

The Soul of Standardization—Rev. C. B. Moulinier, S.J., 
President of Catholic Hospital Association. 

I:xperience with the Standardization Program of the 
American College of Surgeons from the Surgeon’s 
Standpoint—A. Murat Willis, M.D., Richmond. 

Experience with the Standardization Proyram of the 
American College of Surgeons from the Standpoint 
of a Medical Director of a Hospital—C. C. Coleman, 
M.D., Richmond. 

Discussion—Opened by H. H. Trout, M.D., Roanoke. 


Pullic Meeting, 8 p.m. 
A. Murat Willis, M.D., Chairman. 
Invocation—Rev. W. Russell Bowie, D.D. 





SURGERY, GYNECOLOGY AND OBSTETRICS 


Address—Hon. Harry St. George Tucker. 

The American College of Surgeons—Judge Harold M. 
Stephens, Director of Hospital Activities, American 
College of Surgeons. 

The Surgeon’s Problems in Relation to the Public—Dean 
Lewis, M.D., Chicago. 

The Early Recognition of Cancer and Its Importance— 
Charles A. Hamann, M.D., Cleveland. 

The Standardization of Hospitals—Rev. C. B. Moulinier, 
S.J., President of the Catholic Hospital Association. 

Address—Douglas Freeman, Ph.D., Editor of News- 
Leader, Richmond. 


FRIDAY, APRIL 15 
Clinics 

At the Grace Stuart Circle, St. Elizabeth’s, Memorial, 
St. Philip’s and the Dooley Hospitals, 9 a.m. to 1 
p.m. 

Scientific Session, 2:50 p. m. 

A. Murat Willis, M.D., Chairman. 

Traumatic Chylothorax—Stephen H. 
University of Virginia. 

The Relation of the Medical Profession to the Public— 
Victor C. Vaughan, M.D., University of Michigan 

The Treatment of Ununited Fractures—Dean Lewis, M.D., 
Chicago. 

Clinical Resemblances between Inflammatory Processes 
and Neoplasms—Charles A. Hamann, M.D., Cleve- 
land. 

A Consideration of Hydatidiform Mole and the In- 
cidence of Associated Malignancy—R. L. Payne, 
M.D., Norfolk, Va. 


Watts, M.D., 


WEST VIRGINIA 
MONDAY, APRIL 18 
Clinics 
At the Wheeling and the Ohio Valley General Hospitals, 
9 a.m. to 12 m. 


Hospital Conference, 2 p.m. 

John E. Cannaday, M.D., Chairman, West Virginia State 
Section, Presiding. 

The Standardization Program of the American College of 
Surgeons—Judge Harold M. Stephens, Director of 
Hospital Activities, American College of Surgeons. 

The Program of the American College of Surgeons as 
Applied to Catholic Hospitalk—Reverend C. B. 
Moulinier, S.J., President, Catholic Hespital Associa- 
tion. 

The Work of the Hospital Surveyor—James L. Smith, 
M.D., Hospital Survey Department, American College 
of Surgeons. 

Experience with the Standardization Program of the 
American College of Surgeons from the Surgeon’s 
Standpoint—John E. Cannaday, M.D. 

Experience with the Standardization Program of the 
American College of Surgeons from the Hospital 
Superintendent’s Standpoint—J. Ross Hunter, M.D., 
Huntington. 

Discussion—Opened by Frank L. Hupp, M.D., Wheeling. 


Public Meeting, 8 p.m. 
John E. Cannaday, M.D., Chairman. 
Address of Welcome—Judge Frank W. Nesbitt, Wheeling. 
The American College of Surgeons—Judge Harold M. 
Stephens, Director of Hospital Activities, American 
College of Surgeons. 
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The Relation of the Public to Medical Progress—William 
E. Lower, M.D., Cleveland. 


The Work of the American Society for the Control of 


Cancer—Howard C. Taylor, M.D., New York. 
Factors in the Control of Cancer—Frank L. Hupp, M.D., 
Wheeling. 


The Standardization of Hospitals—Rev. C. B. Moulinier, 


S. J., Milwaukee. 


TUESDAY, APRIL 19 


Clinics 

At the Wheeling and Ohio Valley General Hospitals, 9 

a.m. to 12 m. 
Scientific Session, 2 p.m. 

John FE. Cannaday, M.D., Chairman. 

Hernial Protrusions of the Pelvic Outlet-—Gregory Acker- 
man, M.D., Wheeling. 

The Diagnosis and Treatment of Tumors of the Urinary 
Bladder—William E. Lower, M.D., Cleveland. 

The Use of Radium in Gynecology—Howard C. Taylor, 
M.D., New York. 

The Physiological Factors in Brain Injuries and Their 
Practical Importance—J. Schwinn, M.D., Wheeling. 

Review of Clinics—J. Ross Hunter, M.D., Huntington, 
and Wade H. St. Clair, M.D., Bluefield. 


MICHIGAN 
THURSDAY, APRIL 28 


Clinics 


At the Children’s Free, Ford, Grace, Harper, Herman 
Kiefer, Michigan Mutual, Providence, Receiving 
Samaritan, St. Mary’s, and Woman’s Hospitals, 
9 a.m. to 12 m. 


Hospital Conference, 2:30 p.m. 

Reuben Peterson, M.D., Chairman, Michigan State 
Section, Presiding. 

The Meaning of the Minimum Standard—Judge Harold 
M. Stephens, Director of Hospital Activities, Amer- 
ican College of Surgeons. 

The Minimum Standard as Applied to Catholic Hospitals 
—Rev. C. B. Moulinier, S.J., President of the Catholic 
Hospital Association. 

The Work of the Hospital Surveyor—Frederick W. Slobe, 
M.D., Hospital Survey Department, American College 
of Surgeons. 

The Hospital Program of the American College of Surgeons 
from the Hospital Superintendent’s Standpoint— 
Warren L. Babcock, M.D., Grace Hospital, Detroit. 


The Hospital Program of the American College of Sur- 
geons from the Surgeon’s Standpoint—Richard R. 
Smith, M.D., Grand Rapids. 

Discussion—Opened by F. C. Warnshuis, M.D., Grand 
Rapids. 


Public Meeting, 8 p.m. 

Reuben Peterson, M.D., Presiding. 

Address of Welcome—Honorable James Couzens, Mayor 
of Detroit. 

The American College of Surgeons—Franklin H. Martin, 
M.D., Chicago, Secretary-General, American College 
of Surgeons. 

How the Public Can Assist in Reducing the Mortality of 
Cancer—Allen B. Kanavel, M.D., Professor of 
Surgery, Northwestern University Medical School. 

Human Salvage—Harry FE. Mock, M.D., Assistant 
Professor of Industrial Medicine and Surgery, 
Rush Medical College of Chicago. 

The Standardization of Hospitals—Judge Harold M. 
Stephens, Director of Hospital Activities, American 
College of Surgeons. 

Better Hospitals—Rev. C. B. Moulinier, S. J., President of 
the Catholic Hospital Association. 

The Surgeon in a Larger Field of Service—Rev. Samuel 
Marquis, D.D. 


FRIDAY, ARRIL 29 


Clinics 
At the Children’s Free, Ford, Grace, Harper, Herman 
Kiefer, Michigan Mutual, Providence, Receiving 
Samaritan, St. Mary’s, and Woman’s Hospitals, 
9 a.m. to 12 m. 


Scientific Session, 2:30 p.m. 

Reuben Peterson, M.D., Chairman. 

The Diagnosis and Treatment of Small Renal and Ureteral 
Calculi—Hugh Cabot, M.D., Ann Arbor, Professor of 
Surgery, University of Michigan Medical School. 

Surgery of the Hand—Allen B. Kanavel, M.D., Chicago. 

Reconstructive Surgery—lIllustrated by Cases of (a) Con- 
genital Absence of Arms; (b) Temporal Maxillary 
Ankylosis; (c) Osteomyelitis; (d) Back Injury— 
Harry E. Mock, M.D., Chicago. 


MEETINGS TO BE HELD 


Wisconsin—June 17 and 18. 
Minnesota—June 20 and 23. 
North Dakata—June 24 and 25. 
South Dakota—June 27 to 28. 





CORRESPONDENCE 


AN AID IN THE EARLY DIAGNOSIS OF ACUTE APPENDICITIS 


To the Editor: The objective symptoms of acute 
appendicitis are so well known that to mention a 
sign new to me I trust may not seem presumptuous. 
It is generally conceded that the danger of certain 
types of acute appendicitis is great, but also it must 
be admitted that the exact degree of inflammation is 
better known after than before operation. How 
natural it is for the family physician to be influenced 
by the patient’s abhorrence of operation and wait 
for the development of rigidity and marked point 
pressure tenderness before forcing the issue of opera- 
tion, in the meantime trusting to the ice bag and 
nature. Too often the surgeon finds such cases rup- 
tured at time of operation, thus sometimes placing 
the patient’s life in jeopardy and always making 
for a prolonged stay in the hospital on account of 
the necessary drainage, followed by the possibility 
of weakened abdominal wall and greater probability 
of adhesions. This is particularly true in the acute 
cases of deeply situated appendices when at the 


onset the peritoneal reflexes are mild or absent. | 
find that by placing the tip of the middle finger in 
constant contact with the abdomen at McBurney’s 
point and using the wrist to produce perpendicular 
vibratory movements, the vibratory wave stream 
thus transmitted through the finger tip will penetrate 
to a great depth, and cause marked peritoneal re- 
flexes and exquisite pain some time before the com- 
monly known symptoms of point pressure tender- 
ness and rigidity are manifest. And with subjective 
symptoms of acute appendicitis and the vibratory 
sign present, operation will disclose an appendix 
requiring early intervention. I feel that more 
cases of acute appendix will come to operation before 
rupture if this method of examination is kept in 
mind, 


E. P. Porter, A.B., M.D. 


Attending. Gynecologist, Swedish Hospital 


BROOKLYN 
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Jr., M.D. Philadelphia: Wm. J. Dornan, 1920. 

INJURIES AND DISEASES OF THE BONES AND JOINTS; 
THEIR DIFFERENTIAL DIAGNOSIS BY MEANS OF THI 
ROENTGEN Rays. By Frederick H. Baetjer, M.D., and 
Charles A. Waters, M.D. New York: Paul B. Hoeber, 
1921. 

NOTIONS PRATIQUES D’ELECTROTHERAPIE APPLIQUEES A 
L’UROLOGIE. By Docteur Denis Courtade. 2d ed. Paris 
Librairie E. le Francois, 1921. 

TRAUMATIC SuRGERY. By John J. Moorhead, B.S., 
M.D., F.A.C.S. 2d ed. Philadelphia and London: W. B. 
Saunders Company, 1921. 

SURGERY OF THE UppER ABDOMEN. By John B. Deaver, 
M.D., Sc.D., LL.D., F.A.C.S., and Astley Paston Cooper 
Ashhurst, A.B., M.D., F.A.C.S. 2d ed. Philadelphia: 
P. Blakiston’s Son & Co., 1921. 

FunctTIonat Diacnosis. By Max Kahn, M.A., Ph.D., 
M.D. New York: W. F. Prior Company, 1921. 
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